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PREFACE 


The  trend  towards  diversity  in  the  United  States  is  dramatic,  enduring,  and 
inescapable.  California  in  particular  is  the  most  ethnically  diverse  state  in  the  union  and, 
by  the  year  2000,  will  become  the  first  state  in  which  no  single  subgroup  comprises  a 
majority  of  the  population.  A  number  of  other  regions  of  the  country  face  similar 
dramatic  shifts  in  their  populations.  Without  question,  the  increasing  diversity  of  the 
national  population  poses  a  significant  challenge  to  health  care  delivery  as  we  presently 
know  it. 

The  health  care  needs  of  this  diverse  population  will  push  medical  education  and 
provider  systems  to  be  responsive  to  the  role  and  impact  of  linguistic  and  culture-bound 
correlates  of  health  care.  Quality,  culturally  appropriate  health  care  will  be  essential  if  we 
are  to  practice  effectively  and  do  our  part  to  ensure  a  productive  and  participatory 
multicultural  society.  As  such,  there  is  a  great  need  for  medical  educators  to  expand  the 
current  training  curriculum  to  prepare  providers  for  a  changing  world.  Clinicians  will  be 
caring  for  patients  who  come  from  cultures  different  from  their  own  and  speak  languages 
other  than  English.  Medical  education  must  provide  instructional  experiences  for  our 
future  providers  which  will  assist  them  in  examining  their  own  attitudes  and  assumptions 
and  ultimately  change  the  way  in  which  patients  from  diverse  backgrounds  are  treated.  In 
addition,  clinicians  must  be  more  knowledgeable  about  the  roles  that  socioeconomic 
backgrounds,  conceptualization  of  health  and  illness,  and  culture-bound  practices  play  in 
health  and  healing  in  order  to  effectively  practice  medicine. 

To  address  these  needs,  the  Centers  of  Excellence  at  the  schools  of  medicine  at 
Stanford  and  the  University  of  California,  Davis  sponsored  a  conference  on  "Cross- 
Cultural  Curriculum  Development  in  Medical  Education"  on  November  5,  1996  with  the 
goal  of  providing  a  forum  to  examine  cross-cultural  teaching  in  the  required  and  elective 
curriculum.  Leaders  in  the  field  were  invited  to  share  their  thoughts,  experience,  and 
work. 

Established  programs  and  future  directions  were  examined.  Dr.  Lauro  Cavazos  spoke 
about  the  challenges  and  necessity  of  a  multicultural  curriculum  in  education  to  address 
the  needs  of  our  diverse  population.  Dr.  Robert  Like  illustrated  how  these  challenges 
could  be  translated  into  curriculum  and  the  importance  of  integrating  cross-cultural 
learning  experiences  at  multiple  levels.  Dr.  Melanie  Tervalon  discussed  the  Multicultural 
Curriculum  Program  at  Children's  Hospital,  Oakland,  from  its  inception  as  a  response  to 
the  community  to  the  effective  finished  product.  Dr.  Elena  Rios  reviewed  the 
recommendations  and  accomplishments  of  the  National  Conference  on  Cultural 
Competence  and  Women's  Health  Curricula  in  Medical  Education  held  in  October  1995. 
Dr.  Frank  Meza  vividly  illustrated  the  impact  of  the  multicultural  society  on  managed 
care  and  emphasized  the  need  for  cross-cultural  curricula  from  the  standpoint  of  the 
private  sector.  Small  group  discussions  allowed  the  participants  and  speakers  to  interact 
and  discuss  several  important  aspects  of  cross-cultural  curriculum. 

The  proceedings  of  the  Cross-Cultural  Curriculum  Development  in  Medicine 
Conference  are  organized  to  promote  easy  access  to  materials  and  participants.  A  concise 
summary  of  each  keynote  presentation  and  work  group  follow.  The  resource  section 
includes  names  and  addresses  for  all  presenters  and  facilitators  listed  on  the  conference 
agenda.  Some  presentations  are  available  on  videotape  and  can  be  requested  by 
contacting  the  Stanford  Center  of  Excellence  or  the  University  of  California,  Davis 
School  of  Medicine,  Office  of  Minority  Affairs. 


This  was  an  important  and  timely  conference  which  was  confirmed  by  the 
enthusiastic  attendance  and  positive  feedback.  A  total  of  135  participants  attended  the 
conference.  Of  these,  69  asked  to  be  included  in  a  Cross-Cultural  Curriculum 
Development  Consortium.  We  are  hopeful  that  the  lessons  learned  from  the  conference 
will  be  translated  into  action  at  our  respective  institutions. 

We  wish  to  acknowledge  the  assistance  and  support  of  Clay  Simpson,  Ph.D., 
Director,  Office  of  Minority  Health;  Guadalupe  Pacheco,  Special  Assistant  to  the 
Director,  Office  of  Minority  Health;  Ciriaco  Gonzalez,  Ph.D.,  Director,  Division  of 
Disadvantaged  Assistance,  Health  Resources  &  Services  Administration  (HRSA-DDA); 
Roland  Garcia,  Ph.D.,  Chief  Consultant,  HRSA-DDA  Centers  of  Excellence;  and  the 
AAMC  Cross-Cultural  Education,  GEA  Special  Interest  Group. 

In  addition,  we  wish  to  thank  the  following  medical  students  who  served  as  recorders 
for  the  workshop  sessions:  Ursula  K.  Beard,  U.C.  Davis  MS  n,  Ed  Lim,  U.C.  Davis  MS 
II,  Kim  Carter,  U.C.  Davis  MS  IV,  Michael  Molina,  U.C.  Davis  undergraduate,  Gregorio 
Ruelas,  U.C.  Davis  undergraduate;  Monica  Carrillo,  Stanford  MS  III;  Clifford  Coleman, 
Stanford  MS  II;  and  Neal  Rojas,  Stanford  MS  II. 

And  finally,  we  would  like  to  acknowledge  the  contributions  of  Fernando  Mendoza, 
M.D.,  M.P.H.,  and  Noel  B.  Rosales,  M.D.,  from  the  Stanford  Center  of  Excellence;  Lindy 
F.  Kumagai,  M.D.,  and  Roberto  Paez,  who  served  on  the  conference  planning  committee; 
and  the  support  of  Mark  Gutierrez,  Gregg  Pearlman,  and  Helena  Teixeira  for  conference 
support  and  preparation  of  this  report. 


This  publication  was  supported  by  Grant  No.  96E1 107570 ID  from  the  Office  of  Minority 
Health,  PHS/DHHS.  Its  contents  are  solely  the  responsibility  of  the  authors  and  do  not 
necessarily  represent  the  official  views  of  the  Office  of  Minority  Health. 

This  document  is  available  on  the  website  of  the  Stanford  Center  of  Excellence.  The  URL 

is  http://www. Stanford.  edu/dept/med/COE/. 


Sincerely, 


Ronald  D.  Garcia,  Ph.D. 
Director 

Stanford  Center  of  Excellence 
Stanford  School  of  Medicine 


Lisa  M.  Guerra,  M.D. 
Pediatric  Fellow 
U.C.  Davis,  School  of  Medicine 
Pre-faculty  Fellowship  Program 
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CROSS-CULTURAL  CURRICULUM  DEVELOPMENT 
IN  MEDICAL  EDUCATION 


AGENDA 

7:30-8:00    Welcome  Reception  and  Registration. 

8:00-8:15     Introduction:  Overview,  goals,  and  challenges  of  the  conference. 
Ronald  D.  Garcia,  Ph.D.,  Stanford  Center  of  Excellence. 

8:15-9:00    The  Challenges  of  Education  in  a  Multicultural  Society. 

Lauro  F.  Cavazos,  Ph.D.,  former  Secretary  of  Education. 

9:00-10:00    Translating  the  Challenge  Into  Curriculum  and  the  Importance  of  Integration  at  Multiple  Levels. 

Robert  C.  Like,  M.D.,  M.S.  Dr.  Like  will  discuss  the  Recommended  Core  Curriculum  Guidelines  on 
Culturally  Sensitive  and  Competent  Health  Care  and  its  implementation  at  Robert  Wood  Johnson  Medical 
School. 

10:00-10:15  Break 

10:15-11:15     Model  Multicultural  Curriculum — Response  to  the  Community. 

Melanie  Tervalon,  M.D.,  M.P.H.,  and  Jann  Murray-Garcia,  M.D.,  M.P.H.  The  Multicultural  Curriculum 
Program  at  Children's  Hospital,  Oakland:  The  history,  content,  processes,  and  lessons  learned. 

1 1 :1 5-1 2:00     Review  of  the  Recommendations  and  Accomplishments  from  the  National  Conference  on  Cultural 
Competence  and  Women's  Health  Curricula  in  Medical  Education. 

Elena  Rios,  M.D.,  M.S.P.H. 

12:00-1:15     Lunch  at  Cathedral  Hill  Hotel,  San  Francisco. 
1:15-3:00  WorkGroups. 

1 .  Implementing  a  Cross-Cultural  Curriculum — Where  to  Start 

•  Will  also  discuss  model  cross-cultural  programs  in  preclinical  and  clerkship  training 

•  Facilitators:  Melissa  Welch,  M.D.,  M.P.H. ;  Ronald  D.  Garcia,  Ph.D. 

•  Moderator:  Lisa  Merritt,  M.D. 

2.  Methods/Tools  for  Evaluating  Cultural  Competency  for  Students  and  Institutions 

•  Facilitators:  Diane  Appelbaum,  R.N.,  F.N. P.;  Dennis  Andrulis,  Ph.D. 

•  Moderator:  Lindy  Kumagai,  M.D. 

3.  Cross-Cultural  Education  in  Residency  Programs 

•  Facilitators:  John  Takayama,  M.D.,  M.P.H.;  Bill  Morris,  M.D.,  M.P.H.;  Terry  Hill,  M.D.;  Kathleen 
Culhane-Pera,  M.D.,  M.A. 

•  Moderator:  Noel  Rosales,  M.D. 

4.  Using  Simulated  Patients  and  Other  Clinical  Experiential  Methods  in  Cross-Cultural  Medical 
Education 

•  Facilitator:  David  McKay,  M.D.,  M.P.H. 

5.  Overcoming  Stereotypes  and  Participant  Resistance  in  Cross-Cultural  Programs 

•  Facilitators:  Jann  Murray-Garcia,  M.D.,  M.P.H.;  Melanie  Tervalon,  M.D.,  M.P.H. 
3:00-3:30  Break. 

3:30-4:15    Work  Group  Summaries  and  Recommendations. 

4:15-5:00    Why  Cross-Cultural  Curriculum  Is  Needed  from  an  HMO  Standpoint. 

Frank  Meza,  M.D.  The  impact  of  the  multicultural  society  on  managed  care.  Why  an  HMO  must  address 
the  needs  of  their  community  and  an  example  of  how  to  begin  to  accomplish  this. 

5:00-6:00     Closing  Remarks 
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KEYNOTE  SESSIONS 


Recordings  of  the  presentations  listed  below  are  available  on  videocassette.  Copies  can  be 
obtained  by  contacting  the  Stanford  Center  of  Excellence  or  the  Office  of  Minority  Health, 
University  of  California,  Davis.  Brief  summaries  of  each  presentation  follow: 


•    The  Challenges  of  Education  in  a  Multicultural  Society — Lauro  F.  Cavazos,  Ph.D., 
former  Secretary  of  Education. 


•  Translating  the  Challenge  Into  Curriculum  and  the  Importance  of  Integration  at  Multiple 
Levels — Robert  C.  Like,  M.D.,  M.S.  Dr.  Like  discussed  the  Recommended  Core 
Curriculum  Guidelines  on  Culturally  Sensitive  and  Competent  Health  Care  and  its 
implementation  at  Robert  Wood  Johnson  Medical  School. 


•  Model  Multicultural  Curriculum — Response  to  the  Community — Melanie  Tervalon, 
M.D.,  M.P.H.,  and  Jann  Murray-Garcia,  M.D.,  M.P.H.  The  Multicultural  Curriculum 
Program  at  Children's  Hospital,  Oakland:  The  history,  content,  processes,  and  lessons 
learned. 


•  Why  Cross-Cultural  Curriculum  Is  Needed  from  an  HMO  Standpoint. — Frank  Meza, 
M.D.  The  impact  of  the  multicultural  society  on  managed  care.  Why  an  HMO  must 
address  the  needs  of  their  community  and  an  example  of  how  to  begin  to  accomplish  this. 
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The  Challenges  of  Education  in  a  Multicultural  Society* 

Lauro  F.  Cavazos,  Ph.D. 

Dr.  Cavazos  was  the  U.S.  Secretary  of  Education,  initially  appointed  by  President  Reagan  in 
1988  and  subsequently  reappointed  by  President  Bush,  and  resigned  as  Secretary  of  Education 
in  1990.  He  is  a  sixth- generation  Texan,  received  his  Ph.D.  in  physiology  from  Iowa  State 
University,  and  is  currently  professor  and  acting  chair  of  the  Department  of  Family  Medicine 
and  Community  Health  at  the  Tufts  University  School  of  Medicine.  He  was  professor  of  Anatomy 
and  subsequently  dean  at  the  Tufts  University  School  of  Medicine  and  later  became  president  at 
Texas  Tech  University  and  Texas  Tech  University  Health  Sciences  Center  until  1988,  when  he 
was  appointed  U.S.  Secretary  of  Education.  He  has  received  numerous  honorary  degrees, 
honors,  and  awards,  and  has  published  over  ninety  publications  in  reproductive  physiology, 
medical  education,  and  general  education. 

Dr.  Cavazos  emphasized  that  medical  faculty  must  recognize  the  need  for  changes  in  medical 
education  in  a  multicultural  society.  The  reasons  for  the  changes  are  because  of  significant 
increases  in  minority  patient  populations,  the  impact  of  primary  care  in  the  delivery  of  health 
care,  and  hospital  mergers  that  are  occurring  at  the  present  time.  There  are  two  important  factors 
that  will  affect  curricular  changes  in  medical  education.  First,  it  will  be  very  difficult  to  change 
the  curriculum  because  faculty  tend  to  be  somewhat  inflexible  by  their  very  nature. 
Modifications  in  the  curriculum  should  include  changing  from  a  block  system  to  an  organ 
system,  incorporating  a  problem-based  approach  and  utilizing  elective  times.  A  second  minor 
change  is  to  incorporate  ambulatory  teaching  to  a  greater  extent  and  less  in-patient  teaching. 
Models  would  be  to  learn  more  about  all  patients,  e.g.,  social  status,  economic  background, 
language  difficulties,  the  homeless  problems,  as  well  as  nutritional  factors.  This  must  be  done  for 
all  ages,  infants  through  elderly  patients. 

With  the  demographic  changes,  our  society  is  becoming  much  more  cultural.  For  example, 
the  Hispanic  population  is  increasing  very  significantly,  so  there  is  a  need  to  recognize  and  to  be 
able  to  manage  many  of  their  problems,  such  as  domestic  violence,  smoking,  diabetes, 
hypertension,  etc.  The  considerations  of  quality  of  health  have  to  take  into  account  income, 
education,  and  access  to  health  care. 

A  major  problem  is  that  there  are  few  culturally  sensitive  health  providers,  so  that 
communication  continues  to  be  a  major  problem.  The  quality  of  medical  education  could 
certainly  be  improved  by  incorporating  cultural  sensitivity  and  awareness  to  deal  with  a 
multicultural  society.  One  means  of  doing  this  would  be  to  alter  the  admissions  process  and  to 
select  students  by  recognizing  that  society  is  not  homogenous.  In  order  for  this  to  be 
accomplished,  however,  there  needs  to  be  very  strong  leadership  from  the  dean  and  the 
individuals  in  charge  of  the  admissions  process. 

The  model  curriculum  as  stated  previously  should  emphasize  ambulatory  teaching.  This 
could  be  done  with  partnerships  of  neighborhood  health  centers  with  the  medical  school  so  that 
students  are  exposed  to  various  languages  and  cultures.  This  should  be  done  throughout  all  four 
years  of  medical  education.  Community  clinics  should  work  with  other  health  care  groups,  e.g., 
dentists,  social  service,  etc.  Secondly,  all  health  care  centers  should  work  closely  with 
community  organizations.  This  would  provide  greater  access  to  health  care  for  everyone. 

Finally,  there  are  major  barriers  to  changes  of  medical  education  in  a  multicultural  society. 
They  are  as  follows:  1)  tradition;  2)  the  need  for  strong  leadership  from  the  dean,  including 
faculty  and  students,  to  overcome  attitudes  and  biases  and  recognize  different  backgrounds;  3) 
society  is  not  homogenous;  and  4)  there  is  a  lack  of  caring  about  the  issues  facing  a  multicultural 
society  regarding  access  and  delivery  of  health  care. 


Available  on  videocasette. 
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Translating  the  Challenge  Into  Curriculum  and  the  Importance  of  Integration 

at  Multiple  Levels* 

Robert  C.  Like,  M.D.,  M.S. 

Dr.  Like  is  an  Associate  Professor  in  the  Departments  of  Family  Medicine  and 
Environmental  and  Community  Medicine  at  the  University  of  Medicine  &  Dentistry  of  New 
Jersey — Robert  Wood  Johnson  Medical  School.  He  is  also  the  Director  of  the  Family  Health 
Track  in  the  New  Jersey  Graduate  Program  in  Public  Health  and  Associate  Director  of  the 
Primary  Care  Consortium  Health  Services  Research  Training  Program.  He  is  a  practicing 
family  physician  with  a  background  in  medical  anthropology,  and  has  carried  out  field  work  in 
Portugal,  Israel,  Zuni,  New  Mexico,  and  Western  Polynesia.  Dr.  Like  is  interested  in  the 
organization,  financing  and  delivery  of  family-centered,  primary  health  care  services  to 
vulnerable  populations.  Presently  he  is  involved  in  a  number  of  grant-funded  multicultural 
education  and  ethnosensitivity  training  projects  for  primary  care  physicians,  fellows,  residents, 
and  medical/public  health  students  at  UMDN J -Robert  Wood  Johnson  Medical  School. 

Cultural  competence  is  a  set  of  congruent  behaviors,  attitudes,  and  policies  that  come 
together  in  a  system,  agency,  or  profession1.  Cross-cultural  training  should  be  integral  to  the  art, 
science,  and  business  of  medicine  if  schools  of  medicine  are  to  be  responsive  to  society's  needs 
for  culturally  competent  and  sensitive  physicians.  The  demographics  of  the  United  States  point  to 
the  need  for  culturally  competent  physicians.  By  the  year  2000,  39%  of  all  people  in  the  United 
States  will  be  foreign  born  or  children  of  foreign-born  parents.  A  century  from  now,  50%  of  all 
Americans  will  be  African  American,  Hispanic,  or  Asian  in  origin.  Therefore,  in  medicine,  it  is 
critical  to  bring  in  people  of  diverse  backgrounds  who  are  more  likely  to  serve  diverse 
populations.  However,  there  is  one  caution.  Due  to  the  diversity  within  each  ethnic  group,  shared 
ethnicity  and  race  may  not  equal  cultural  competence;  cultural  blind  spots  may  exist  among 
groups. 

For  any  school  of  medicine  to  implement  a  competent  cross-cultural  curriculum,  there  must 
be  four  ingredients:  cultural  awareness,  cultural  knowledge,  cultural  skills,  and  opportunities  for 
cultural  encounters2.  One  must  also  believe  that  there  is  a  need  for  culturally  sensitive 
communication  and  culturally  competent  practice.  Although  more  innovative  curricula  at 
medical  schools  are  emerging  to  address  the  lack  of  cross-cultural  programs  at  medical  schools, 
most  predoctoral  and  residency  training  cross-cultural  programs  consist  of  a  few  elective  s  with  a 
piecemeal  approach  at  best. 

To  introduce  topics  related  to  culture,  health,  and  illness  into  primary  care  residency  training 
and  medical  education,  the  Society  of  Teachers  of  Family  Medicine  created  the  Recommended 
Core  Curriculum  Guidelines  on  Culturally  Sensitive  and  Competent  Health  Care  (Like,  RC; 
Steiner,  RP;  Rubel,  AJ:  Recommended  Core  Curriculum  Guidelines  on  Culturally  Sensitive  and 
Competent  Health  Care.  Family  Medicine  1996;28:291-7).  Such  guidelines  are  needed  because 
practitioners  engage  in  cross-cultural  encounters  in  everyday  clinical  practice  with  every  single 
patient — no  matter  what  their  background.  This  assumes  that  competence  in  recognizing  bias, 
prejudice,  and  discrimination,  and  overcoming  sociocultural  barriers  to  enhance  the  delivery  of 
care  can  be  learned.  In  order  for  the  guidelines  to  be  effective,  they  must  be  viewed  as  a  living, 
breathing  work  in  progress.  As  such,  they  will  need  to  be  adapted  over  time  and  for  other  health 


Available  on  videocassette. 

'  Cross,  T.;  Bazron,  B.;  Dennis,  K.;  and  Isaacs,  M.:  Towards  a  Culturally  Competent  System  of  Care:  A 
Monograph  on  Effective  Services  for  Minority  Children  who  are  Severely  Emotionally  Disturbed,  Washington,  DC: 
CASSP  Technical  Assistance  Center,  Georgetown  University  Child  Development  Center,  1989. 

2  Campinha-Bacote,  J.:  The  Process  of  Cultural  Competence  in  Health  Care:  A  Culturally  Competent  Model  of 
Care,  second  edition,  Wyoming,  OH:  Transcultural  C.A.R.E.  Associates  Perfect  Printing  Press,  1994. 
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professions'  educational  programs.  To  not  do  so  creates  the  possibility  of  perpetuating  culturally 
biased  notions  within  the  guidelines. 

At  the  University  of  Medicine  &  Dentistry  of  New  Jersey — Robert  Wood  Johnson  Medical 
School,  the  guidelines  are  integrated  at  multiple  levels  within  medical  education.  Initially,  the 
Department  of  Family  Medicine  performed  a  needs  assessment  with  its  faculty,  students,  and 
residents  through  questionnaires.  Then  a  multicultural  education  committee  was  created  to 
identify  the  objectives  and  learning  modalities  of  the  various  multicultural  programs.  The 
medical  students  and  residents  were  placed  in  clinics  serving  multicultural  communities.  A 
Multicultural  Community-Oriented  Primary  Care  Fellowship  Program  was  also  developed.  The 
goal  of  the  fellowship  is  to  equip  family  physicians  with  the  knowledge,  skills,  and  attitudes 
needed  to  provide  culturally  sensitive  and  competent  health  care  to  diverse  population  groups. 
The  fellowship  includes  community-oriented  primary  care  projects,  an  MPH  degree,  and 
multicultural  conferences.  Cross-cultural  teaching  was  also  incorporated  into  the  New  Jersey 
Graduate  Program  in  Public  Health.  The  students  represent  different  health  professions,  which 
creates  the  possibility  for  future  interdisciplinary  teams. 

The  lessons  learned  from  the  group  in  implementing  these  programs  are  many.  Integration 
into  regular  curriculum  as  much  as  possible  appears  to  be  the  most  effective  manner  to  teach 
cross-cultural  medicine.  An  ethnography  of  one's  own  organization  to  familiarize  oneself  with 
the  rules,  rituals,  and  people  involved  is  essential  in  order  to  plan  the  most  optimal  and 
successful  manner  of  integration.  To  interest  the  students  and  residents,  an  emphasis  on  the 
relevancy  of  cultural  issues  to  the  competency  and  proficiency  of  medical  practice  is  necessary. 
Because  each  ethnic  group  has  diversity,  it  is  important  to  be  vigilant  about  not  propagating 
stereotypes  in  the  programs.  Broadening  the  cultural  diversity  definition  to  include  other  sources 
of  difference  such  as  religion,  ideology,  appearance,  body  structure,  sex,  age,  occupation, 
socioeconomic  class,  and  sexual  orientation  can  assist  in  understanding  the  uniqueness  of  an 
individual3.  The  experiences  that  the  students,  residents,  and  fellows  have  must  look  at  culture  as 
an  asset  rather  than  a  barrier.  It  is  imperative  that  multicultural  programs  view  cultural  issues  as  a 
strength  rather  than  a  problem  that  needs  to  be  overcome.  Above  all,  when  designing  cross- 
cultural  curriculum,  avoid  the  tendency  to  know  and  teach  everything.  It  becomes  critical  to  try 
not  to  provide  all  the  answers.  Depending  on  each  other  for  insight  and  information  is  paramount 
in  this  process. 

To  summarize,  developing  cross-cultural  curricula  is  not  easy  but  it  is  necessary.  Such 
curricula  can  improve  the  quality  of  health  services;  respond  to  consumer  needs  and  marketing; 
meet  accreditation,  contract,  and  regulatory  requirements;  reduce  liability  and  malpractice; 
support  student  work  force  diversity  initiatives;  provide  social  justice;  and  possibly  satisfy 
personal  interest  and  ease  the  pain  of  personal  experience  with  discrimination.  If  educators  do 
not  develop  their  own  cross-cultural  curricula,  then  the  commercial  industry  will  surely  produce 
"culturally  sensitive  product  lines  and  service  lines"  that  may  not  heed  the  lessons  outlined 
above.  Culturally  competent  health  care  organizations  are  needed  to  support  culturally  competent 
clinical  practice. 


Pinderhughes,  E.:  Understanding  Race,  Ethnicity,  and  Power,  New  York:  The  Free  Press,  1989. 
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Model  Multicultural  Curriculum-Response  to  the  Community* 

Melanie  Tervalon  M.D.,  M.P.H. 

Dr.  Tervalon  is  the  senior  director,  Office  of  the  President,  for  the  California  Endowment,  where 
she  provides  leadership  for  special  projects  including  programmatic  investment  areas,  and 
provides  overall  analysis,  guidance,  and  direction  for  the  work  of  The  Endowment.  Previously 
she  was  employed  at  Children's  Hospital  Oakland,  where  her  functions  included  direct  patient 
care  in  the  Ambulatory  and  Inpatient  Service  Divisions,  and  instructor  to  pediatric  interns  and 
residents.  Also,  she  was  an  assistant  clinical  professor  in  the  Department  of  Pediatrics  at  the 
University  of  California,  San  Francisco  School  of  Medicine.  Dr.  Tervalon  is  the  recipient  of  the 
highly  regarded  Annual  Children 's  Hospital  Oakland  Faculty  Teaching  Award.  Previously  Dr. 
Tervalon  was  the  chair  of  the  Multicultural  Committee  at  Children 's  Hospital,  as  well  as  the 
director  of  Multicultural  Affairs,  a  division  of  the  Medical  Director's  Office. 

The  Children's  Hospital  Oakland  (CHO)  Multicultural  Curriculum  Program  began  in  April 
1992  in  response  to  concerns  about  the  impact  of  institutional  racism,  injustice,  and  inequity  on 
interactions  between  members  of  the  CHO  staff,  families,  and  patients. 

A  medical  staff  committee  chaired  by  Melanie  Tervalon  was  formed  to  address  issues  of 
cultural  diversity  and  racial  equality  in  the  organization  of  the  institution,  in  its  delivery  of  health 
care  services  and  in  its  training  of  pediatric  resident  physicians.  This  committee  formulated  four 
broad  goals  to  guide  the  thinking  and  planning  of  a  multicultural  education  program.  These  were: 

•  To  provide  a  safe  intellectual  and  practical  environment  for  supporting  respect, 
understanding  and  appreciation  of  difference 

•  To  establish  and  sustain  a  positive  sense  of  the  value  of  difference  in  the  delivery  of 
health  care 

•  To  provide  didactic  and  experiential  information  on  cultural,  racial  and  ethnic  difference 

•  To  utilize  this  information  to  transform  behaviors  and  skills  in  health  care  practices. 

Children's  Hospital  Oakland  is  located  in  one  of  the  most  racially  and  ethnically  diverse  of 
California's  large  cities,  with  67%  of  its  inhabitants  identifying  themselves  as  African  American, 
Asian/Pacific  Islander,  American  Indian,  Latino,  or  other.  At  the  same  time,  however,  84%  of 
CHO's  131  hospital-based  physicians  describe  themselves  as  European  American,  Caucasian,  or 
White.  The  pediatric  residents  represent  a  more  diverse  group,  with  55%  self  described  as  non- 
White,  as  is  the  CHO  non-physician  employee  population,  with  45%  people  of  color.  But  this  is 
far  from  reflective  of  the  inpatient  and  outpatient  population  of  CHO,  which  is  overwhelmingly 
African  American,  Asian  American,  and  Latino.  Such  a  striking  contrast  across  the  patient- 
physician  divide  provides  ripe  conditions  for  a  community  driven  multicultural  education 
program. 

Central  to  the  teaching  program  is  that  the  community  leads  the  teaching,  is  the  source  of 
scholarship  and  expertise  and  that  both  the  hospital  and  the  community  collaborate  throughout 
the  process  of  learning  as  co-teachers,  co-students  and  co-developers.  The  curriculum  consists  of 
a  series  of  seminars  consciously  embedded  into  the  existing  teaching  forums  avoiding 
marginalization  of  the  program  content.  This  includes  Grand  Rounds  presentations,  Noon 
Conferences,  and  Morning  Conferences.  The  educational  presentations  are  organized  into 
segments  called  Families  and  Issues  modules,  which  include  African  Americans,  Latinos, 
American  Indians,  Lesbian/Gay  Americans,  Asian  Americans,  and  White  Americans.  Uniform 
content  for  each  of  the  modules  includes: 
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•  Social,  cultural,  political  and  economic  history 

•  Health  beliefs  and  health  concepts  using  patient-based  explanatory  models  of  wellness 
and  illness 

•  Cultural  perspectives  on  specific  biomedical  wellness  and  illness  categories 

•  Health  promotion/advocacy  that  is  community  informed 

•  Communication  skills  for  health  practitioners  and  health  workers. 

There  are  also  freestanding  sessions  to  provide  additional  forums  for  the  many  topics  that 
pertain  to  all  modules  including  religion,  affirmative  action,  war  and  immigration, 
biracial/bicultural,  homelessness,  disability,  youth  violence,  and  Propositions  187  and  209. 

Topic- specific  multidisciplinary  planning  teams  are  convened  for  each  module.  They  consist 
of  parents,  community  activists,  faculty,  residents,  hospital  staff,  health  workers,  and  community 
physicians.  They  select  the  topics,  content,  and  speakers  to  present  at  each  session  for  that 
module.  They  also  find  cultural  presentations,  local  resources,  perform  a  literature  review,  select 
readings  to  be  distributed  to  all  participants,  and  put  together  a  bibliography.  A  "details"  team  in 
the  form  of  a  Multicultural  Curriculum  Program  staff  handles  the  advertising,  evaluation  forms, 
mailings,  securing  a  videographer  and  photographer,  etc. 

Five  goals  guide  the  content  of  the  seminars  in  each  module: 

•  Recognize,  understand,  and  appreciate  the  great  strengths  and  contributions  of  each  group 
as  a  part  of  the  United  States 

•  Utilize  the  plentiful  resources  that  exist  within  CHO  and  the  Oakland  community  with 
regard  to  each  group  when  practicing  pediatrics 

•  Learn  a  few  specific  skills  with  regard  to  history  taking  and  judgment-free 
communication  with  each  group,  in  the  pediatric  setting 

•  Understand  that  the  point  is  not  to  become  experts  on  the  group  experience,  but  to  pay 
attention  to  the  differences  that  exist  based  on  race,  culture,  language,  gender,  and  sexual 
orientation  and  begin  sorting  through  the  meaning  of  this  experience  for  the  practice  of 
pediatrics 

•  An  opportunity  to  let  go  of  stereotypes  and  misunderstandings,  allowing  one  to  more 
easily  respect  differences. 

The  concept  central  to  the  Multicultural  Curriculum  Program  is  cultural  competence  and 
cultural  humility.  "Cultural  competence  is  not  defined  by  an  endpoint,  but  by  a  lifelong  process 
that  calls  repeatedly  for  the  practice  of  courage  and  humility  on  the  physician's  part.  It  is  a 
relationship  with  patients,  colleagues,  and  oneself  that  must  be  constantly  re-evaluated  and  re- 
created. This  training  outcome  is  not  so  much  literally  reflective  of  the  concept  of  cultural 
competence  as  it  is  of  the  concept  of  cultural  humility.  This  is  continual  self-evaluation  and  self- 
critique;  redressing  the  power  imbalances  in  the  physician-patient-hospital  staff  dynamic; 
developing  mutually  beneficial  partnerships  with  communities;  and  community  led,  non- 
paternalistic  advocacy  work." 

Why  does  this  program  work?  Because  it  is  community  driven;  important  features  are 
consensus  building  in  the  hospital  and  community,  and  the  institutional  permission  to  pilot  and 
then  run  the  program.  The  program's  weaknesses  appear  to  be  variability  of  speakers,  and 
requests  for  more  time,  more  discussion,  and  more  focus  on  specific  skills. 

Lessons  learned  include:  institutional  consistency  and  leadership  are  requirements  impossible 
to  overemphasize;  multidisciplinary  planning  and  implementation  are  central;  interdisciplinary 
social  science  concepts,  topics,  and  training  are  necessary  to  contextualize  patient's  experiences, 
perspectives,  and  clinical  encounters;  first  person  stories  are  most  effective;  opportunities  to 
practice  new  information,  skills,  and  behaviors  must  be  created. 
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Cultural  Competence  and  Women's  Health  Curricula  in  Medical  Education 

Elena  Rios,  M.D.,  M.S.P.H. 

Dr.  Rios  joined  the  Office  on  Women's  Health  in  1994  to  help  develop  and  promote  the  agenda 
for  minority  women 's  health  and  regional  women 's  health.  In  1993  she  was  appointed  to  the 
National  Health  Care  Reform  Task  Force  and  served  as  the  coordinator  of  outreach  groups  for 
the  White  House.  She  has  also  served  as  the  president  of  the  Chicano/Latino  Medical  Association 
of  California,  advisor  to  the  National  Network  of  Latin  American  Medical  Students,  and  as  a 
member  of  the  following  organizations:  the  California  Department  of  Health  Services  Cultural 
Competency  Task  Force,  the  MediCal  managed  Care  Working  Group  on  Public  Health,  and  the 
Stanford  Alumni  Association  Board  of  Directors.  Currently  she  is  in  a  core  group  to  develop  the 
National  Hispanic  Medical  Association. 

Dr.  Elena  Rios  presented  an  overview  of  the  highly  successful  conference  that  focused  on  the 
need  for  and  the  teaching  of  cultural  competence  and  women's  health  to  health  professionals. 

She  discussed  the  main  goals  of  the  conference: 

1.  To  present  innovative  curricula  and  share  experience  with  curricular  development  in 
medical  education 

2.  To  foster  the  development  of  scholarly  work  about  cultural  competence  and  women's 
health  curricula  in  medical  education 

3.  To  develop  strategies  for  incorporating  cultural  competence  and  women's  health  curricula 
within  medical  education 

The  conference  included  strategic  workshops  with  the  task  of  developing  recommendations 
to  change  medical  education  curricula  to  include  women's  health  and  cultural  competence.  Some 
of  the  key  educational  workshops  included  groups  that  examined  the  medical  school  curricula, 
graduate  medical  education,  managed  care  curricula,  and  the  impact  of  the  federal  government 
on  curriculum  development. 

The  conference  was  very  productive.  A  total  of  95  abstracts  were  submitted  for  presentation, 
including  45  abstracts  related  to  women's  health  and  30  abstracts  related  to  cultural  competence. 
Conference  information  and  materials  are  contained  in  an  abstract,  reference  papers,  poster 
sessions,  and  exhibits. 

Challenges  were  identified  regarding  the  development  of  cultural  competence  curricula. 
Major  concerns  included  the  resistance  of  faculty  for  new  curricula,  resistance  of  students  to 
learn  cultural  diversity,  attitudes  about  cultural  diversity,  and  attitudes  about  non-didactic 
approach  to  teaching. 

The  need  for  research  and  evaluation  was  discussed  regarding  the  impact  of  cultural 
competence  curricula.  Questions  were  raised  about  how,  when,  and  who  should  teach  these 
materials.  There  is  a  need  for  the  development  of  materials  to  teach  cultural  competence.  Some 
of  the  more  common  teaching  modalities  were  presented  such  as  seminars,  fellowships, 
clerkships,  preceptorships,  rounds,  and  international  travel. 

The  breadth  of  participants  was  one  of  the  key  strengths  of  the  conference  and  included 
individuals  from  the  public  and  private  sectors  of  education,  state  agencies,  community  clinics, 
managed  care  organizations,  and  tribal  groups. 
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Why  Cross- Cultural  Curriculum  Is  Needed  from  an  HMO  Standpoint* 

Frank  Meza,  M.D. 

Dr.  Meza  received  his  medical  degree  from  the  University  of  California,  Davis,  School  of 
Medicine  and  his  masters  in  public  health  from  the  University  of  California,  Los  Angeles.  He  is 
currently  Physician  in  Charge  at  the  Kaiser  Permanente  facility  in  his  home  town,  East  Los 
Angeles,  and  serves  on  the  faculty  of  the  Family  Practice  Residency  Programs  at  both  Kaiser 
and  White  Memorial  Hospital.  He  is  also  chairman  of  the  Irving  Rasgon  Regional  Family 
Practice  Research  Committee.  Dr.  Meza's  commitment  to  cross-cultural  issues  in  medicine  is 
deeply  rooted  in  his  personal  and  professional  experiences.  His  dedication  to  his  community's 
health  and  well-being  is  evident  in  his  active  membership  on  the  Kaiser  Regional  Diversity 
Committee,  the  Kaiser  Community  Benefits  Committee  and  the  National  Advisory  Committee  on 
Cultural  Competency.  His  community  service  extends  beyond  the  confines  of  medicine,  and  is 
exemplified  by  his  work  with  youth  through  his  roles  as  Loyola  High  School  Track  and  Cross 
Country  coach  and  faculty  of  the  California  Hispanic  Medical  Education  Task  Force  HISMET 
program.  Currently  he  is  involved  in  helping  create  a  statewide  and  national  database  of  Latino 
health  issues  for  dissemination  on  the  Internet. 

Demographic  trends  in  California  have  led  to  a  remarkably  diverse  society,  both  ethnically  and 
culturally.  In  examining  these  trends  it  is  important  to  understand  that  a  large  part  of  this  mix  is 
either  underinsured  or  uninsured  and  that  a  large  proportion  of  this  group  will  be  seeking  some 
form  of  health  insurance  in  the  future. 

For  health  maintenance  organizations  (HMOs),  cross-cultural  issues  are  important  in  that 
they  greatly  influence  the  success  of  efforts  to  provide  quality  health  care  to  minority  patients. 
Such  success  is  imperative  for  managed  care  leaders  since  minority  populations  form  a 
significant  part  of  their  current  and  future  consumer  base.  HMOs  must  be  effective  at  recruiting 
and  retaining  people  of  color  if  they  are  to  remain  competitive  in  the  health  care  market.  This 
challenges  the  managed  care  arena  to  be  more  responsive  to  the  role  and  impact  of  linguistic  and 
cultural  needs  of  minority  communities,  and  fuels  the  realization  that  such  an  interest  is  mutually 
beneficial. 

The  trend  towards  diversity  in  Los  Angeles,  is  dramatically  illustrated  in  the  vast  growth  of 
the  Hispanic  and  Asian  populations.  The  Latino  population  grew  by  53%  between  1980  and 
1990.  In  addition,  Hispanic  businesses  grew  89%  between  1987  and  1992.  Similar  trends  are 
seen  for  Asian  populations.  Overall,  Hispanics  and  Asians  are  greater  in  number  and  prosperity 
than  they  were  ten  years  ago.  Currently,  Hispanics  spend  $250  billion  per  year  on  goods  and 
services,  and  Asians  spend  $150  billion  per  year.  Thus,  already  there  is  a  large,  growing 
economic  base  within  Los  Angeles'  minority  populations. 

Infant  mortality  among  Mexican  Americans  is  relatively  low  at  5.3  per  thousand.  This  is  true 
even  though  prenatal  care  is  often  not  obtained  until  the  third  trimester.  Such  an  observation  is 
often  referred  to  as  the  "cultural  paradox"  and  suggests  that  the  lifestyle  of  this  group,  of  itself, 
may  predispose  the  population  to  healthy  outcomes.  From  a  business  standpoint,  however, 
managed  care  organizations  are  extremely  interested  in  obtaining  healthy  members,  and  thus, 
adding  this  group  to  its  membership  can  be  highly  advantageous.  Further,  the  potential  for 
educating  the  uninsured  on  how  to  buy  affordable  health  insurance  and  how  to  make  cost- 
effective  health  care  choices  is  enormous.  But,  integral  to  this  educational  advantage  is  being 
able  to  resolve  language  barriers  and  cultural  competency  issues. 

Language  barriers  remain  a  problem  in  medicine.  In  order  to  understand  these  issues,  it  is 
necessary  to  comprehend  the  difference  between  "need"  and  "preference"  and  how  this  plays  out 
in  the  Latino  community.  At  least  36%  percent  of  the  Hispanic  population  needs  language 
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services.  This  group  is  predominantly  foreign  born  and  almost  exclusively  monolingual. 
Contrasted  with  the  remainder  of  the  Latino  population  which  is  partially  to  fully  bilingual,  this 
group  would  prefer  speaking  in  their  native  tongue  if  they  had  a  choice. 

Cultural  competency  is  an  equally  important  issue  that  needs  to  be  considered  given  the  great 
diversity  of  the  State  of  California.  Hispanic  and  Asian  populations  often  seek  out  physicians 
who  understand  their  cultures.  Out  of  this  understanding  can  come  a  trust  between  patient  and 
physician  which  can  result  in  better  health  care. 

However,  the  lack  of  cultural  competency  or  language  barriers  could  translate  into  success  or 
failure  for  any  health  care  business.  A  possible  solution  to  address  the  lack  of  cultural 
competency  or  language  barriers  would  be  to  hire  physicians  and  health  providers  in  equal 
proportions  to  the  communities  they  serve.  When  patients  are  serviced  in  a  culturally  competent 
manner,  health  care  providers  will  be  able  to  generate  more  business  from  these  communities 
through  greater  patient  satisfaction  and  loyalty. 
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SUMMARY  OF  WORK  GROUP  DISCUSSIONS 


1.  Implementing  a  Cross-Cultural  Curriculum — Where  To  Start  (also  discusses  model  cross- 
cultural  programs  in  preclinical  and  clerkship  training) 

2.  Methods/Tools  for  Evaluating  Cultural  Competency  for  Students  and  Institutions 

3.  Cross-Cultural  Education  in  Residency  Programs 

4.  Using  Simulated  Patients  and  Other  Clinical  Experiential  Methods  in  Cross-Cultural 
Medical  Education 

5.  Overcoming  Stereotypes  and  Participant  Resistance  in  Cross-Cultural  Programs 

Note:  Summaries  of  group  discussions  were  generated  by  recorders  assigned  to  each  work  group 
who  identified  key  points  or  recommendations. 
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WORK  GROUPS 

1.  Implementing  a  Cross-Cultural  Curriculum — Where  To  Start  (also  discusses  model 
cross-cultural  programs  in  preclinical  and  clerkship  training) 

Facilitators:  Melissa  Welch,  M.D.,  M.P.H.;  Ronald  D.  Garcia,  Ph.D. 

•  Moderator:  Lisa  Merritt,  M.D. 

•  Summary:  Clifford  Coleman,  MS  II,  Stanford 

The  process  of  implementing  a  cross-cultural  curriculum  requires  a  great  deal  of  careful 
planning.  From  examining  the  particular  culture  at  a  given  institution,  to  marshaling  the  support 
of  students,  faculty,  and  administrators,  to  securing  funds,  to  actually  designing  the  curriculum, 
the  process  can  be  tiring,  frustrating,  and  yes,  even  invigorating.  And  through  much  of  it  you 
may  find  yourself  in  unfamiliar  or  uncharted  territory.  Fortunately,  at  least  some  have  already 
begun  the  journey,  and  through  their  experiences  we  may  ourselves  be  better  prepared  to  help 
medical  education  cross  that  so-called  "bridge  to  the  twenty-first  century." 

A  critical  first  step  in  designing  and  implementing  a  cross-cultural  curriculum  is  identifying 
target  learners.  Should  the  program  target  medical  students,  residents,  faculty,  administration, 
and/or  allied  health  professionals?  At  UCSF,  through  informal  survey  of  students  and  residents, 
Dr.  Melissa  Welch  initially  identified  residents  as  most  desirous  of  training  in  cultural 
competency,  and  thus  targeted  her  program  accordingly.  Secondly,  should  the  curriculum  be 
designed  as  an  "add-on,"  or  should  it  be  integrated  into  the  pre-existing  core  curriculum?  Finding 
the  integrated  approach  to  be  much  easier  in  most  respects,  Dr.  Welch  designed  the  cross-cultural 
training  program  at  UCSF  to  be  "infused"  into  the  preexisting  three-year  resident  training 
program  in  Behavioral  Medicine,  including  installments  at  Grand  Rounds  and  informal  rounds. 

To  implement  the  cross-cultural  curriculum  at  UCSF,  Dr.  Welch  identified  several  key  initial 
steps.  First,  designing  and  implementing  a  new  program  of  any  kind  requires  financial  support. 
Where  institutional  funds  may  be  limited  or  simply  difficult  to  obtain,  outside  grants  may  be  a 
key  source  of  support.  Next,  recognizing  a  general  lack  of  expertise  among  faculty  in  this  area, 
Dr.  Welch  sought  specific  training  for  herself  in  cultural  competence  teaching  through  the 
National  Multicultural  Training  Institute.  (3000  Connecticut  Ave.,  NW,  Suite  438,  W  ashington, 
D.C.,  20008-2556.  (202)  483-2556.)  Thus,  as  a  certified  "diversity  trainer,"  she  next  sought  to 
promote  faculty  development  by  personally  training  the  faculty  and  all  Department  Chairs  at 
UCSF.  Dr.  Welch  is  quick  to  admit  and  point  out  that  she  was  fortunate  enough  to  have  full 
support  from  the  Dean  of  the  Medical  School.  Armed  with  a  "crucial"  letter  of  support  from  her 
Dean  "mandating"  faculty  training,  Dr.  Welch  is  currently  in  the  process  of  providing  specific 
cross-cultural  training  to  the  entire  faculty. 

In  designing  the  actual  student  curriculum,  an  "experiential"  interactive  workshop  format  was 
employed.  A  workbook  was  also  developed  to  be  used  along  with  the  workshop  series,  which 
can  be  a  particularly  valuable  tool  for  those  learners  who  are  less  comfortable  with  a  public 
learning  format.  These  efforts  have  been  well  received  and  Dr.  Welch  is  currently  making  plans 
to  expand  the  program. 

Stanford's  Dr.  Ronald  D.  Garcia  noted  the  significance  of  the  specific  "institutional  culture" 
in  determining  the  approach  taken  to  implementing  a  cross-cultural  curriculum.  The  institutional 
culture  at  Stanford  has  not  included  cross-cultural  training  as  part  of  the  required  curriculum.  As 
a  result,  past  efforts  at  Stanford  have  instead  focused  on  providing  elective  opportunities  for 
students.  A  variety  of  preclinical  courses  and  clinical  clerkships  are  available  to  students 
interested  in  cross-cultural  medicine  issues.  Because  they  are  not  part  of  a  defined  program  in 
cross-cultural  education  and  training,  opportunities  for  preclinical  students  traditionally  have 
been  didactic  elective  courses  and  activities. 
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The  institutional  culture  at  Stanford  is  changing,  in  part  because  of  efforts  by  the  Center  of 
Excellence  and  in  part  because  of  student  interest.  In  the  past  year,  with  the  support  of  Dr.  Garcia 
and  other  faculty  and  administrators,  a  strong  student  initiative  has  blossomed.  From  this  new 
collaboration  between  students,  faculty  and  administration,  unprecedented  momentum  has  been 
generated,  and  a  student-run  cultural  competency  experiential  workshop  series  is  currently  being 
piloted  on  the  first-year  class.  The  series  begins  with  a  half-day  workshop  during  Orientation 
Week,  and  continues  with  midterm  workshops  in  Fall,  Winter  and  Spring  quarters.  The  series 
could  be  considered  "free-standing"  in  that  each  of  the  four  workshops  picks  up  where  the  one 
before  it  left  off.  On  the  other  hand,  it  has  been  possible  to  make  the  series  a  required  part  of  the 
curriculum  by  presenting  it  under  the  aegis  of  pre-existing  required  courses.  Thus,  for  example, 
the  mid-Fall  workshop  focused  on  the  theme  of  communication  skills,  and  was  presented  in 
conjunction  with  Introduction  to  Psychiatry,  the  interviewing  course  for  first-year  students. 

In  addition,  Ethnicity  and  Medicine,  a  preclinical  elective  course,  provides  a  series  of  lectures 
that  focus  on  the  role  of  race,  ethnicity,  and  social  class  and  their  implications  for  health  care.  In 
the  required  area  of  the  curriculum  all  students  take  an  ambulatory  medicine  core  clerkship.  The 
Center  of  Excellence  has  provided  input  in  this  course  through  the  development  of  a  cross- 
cultural  medicine  workshop,  a  "hands  on"  experience  based  on  interaction  with  several 
standardized  patient  models. 

An  important  aspect  of  the  development  of  cross-cultural  medicine  at  Stanford  is  based  on  an 
evaluation  conducted  by  the  Office  of  Medical  Education  in  cooperation  with  the  Center  of 
Excellence.  This  evaluation  resulted  in  a  description  of  all  course  offerings  related  to  cross- 
cultural  medicine.  This  document  serves  as  a  baseline  and  a  tool  to  guide  in  the  development  of 
new  curriculum  offerings. 
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2.  Methods/Tools  for  Evaluating  Cultural  Competency  for  Students  and  Institutions 

•  Facilitators:  Diane  Appelbaum,  R.N.,  F.N.P.;  Dennis  Andrulis,  Ph.D. 

•  Moderator:  Lindy  Kumagai,  M.D. 

The  speakers  presented  their  experiences  with  second-year  medical  students  (Diane 
Appelbaum,  University  of  Wisconsin)  and  with  institutions  (Dr.  Andrulis). 

Diane  Appelbaum,  R.N.,  F.N.P. 

Evaluation  techniques  to  assess  medical  student  performance: 

•  AASK:  Awareness,  Attitudes,  Skills,  Knowledge 

•  Need  for  self-reflection  by  students  and  interpretation  by  faculty  and  patients 

•  Observation  techniques,  i.e.,  Objective  Structured  Clinical  Exam  (OSCE) 

Dennis  Andrulis,  Ph.D.,  President  of  the  National  Public  Health  and  Hospital  Institute 

1.  Created  protocols  and  profiling  in  assessing  cultural  competence  in  health  care 
organizations 

2.  Two  goals: 

•  To  gain  insight  into  cross-cultural  issues  at  health  care  organizations  and 
communities 

•  To  examine  health  care  organizations'  interest  and  ability  to  address  these  issues 

3.  Stressed  need  to  move  beyond  interpersonal  encounters  to  look  at  organizational, 
community,  and  systemic  perspectives 

4.  Previous  efforts  of  cross-cultural  teaching  have  been  fragmented,  small  scale,  and  often 
isolated  from  the  community  and  organizations  and  such  programs  may  not  endure 
without  attention  being  paid  to  these  broader  issues. 
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3.  Cross-Cultural  Education  in  Residency  Programs 

Facilitators:  John  Takayama,  M.D.,  M.P.H.;  Bill  Morris,  M.D.,  M.P.H.;  Terry  Hill, 
M.D.;  Kathleen  Culhane-Pera,  M.D.,  M.A. 

•  Moderator:  Noel  Rosales,  M.D. 

•  Summary  by  Ursula  K.  Beard,  MS  II,  U.C.  Davis 


Santa  Clara  Valley  Medical  Center,  San  Jose,  CA 

Bill  Morris,  MD,  MPH 

Co-coordinator,  Center  for  Multicultural  Health 
Staff  Physician,  Department  of  Internal  Medicine 

Terry  Hill,  M.D.,  Faculty  Member,  Stanford  Geriatrics  Education  Center 

How  did  you  get  your  program  started? 

The  Center  began  1-1.5  years  ago  with  a  one-year  pilot  grant.  Santa  Clara  Valley  Medical  Center 
serves  a  patient  population  with  high  ethnic  diversity.  A  pre-existing  formal  program  from  the 
internal  medicine  literature  was  adapted. 

Describe  your  program: 

The  program  consisted  of  six  modules  presented  during  lunches.  It  was  integrated  into  the 
primary  care  rotations.  Topics  included  demographics  of  the  patient  population,  the  culturally 
sensitive  medical  interview,  using  interpreters,  and  ethics/end  of  life  issues.  The  residents  were 
videotaped  interviewing  a  standardized  patient  through  an  interpreter  for  critique  and  evaluation. 

How  have  you  evaluated  your  program? 

No  formal  outcome  measures  have  been  investigated  due  to  lack  of  funding.  The  Center  would 
like  to  ask  the  patients  if  their  care  changed  after  the  lectures. 


St.  Paul  Ramsey  Medical  Center,  St.  Paul,  MN 

Kathleen  Culhane-Pera,  M.D.,  M.A. 

Director,  Cross-Cultural  and  International  Family  Medicine 

Department  of  Family  and  Community  Medicine 

How  did  you  get  your  program  started? 

Received  a  grant  to  pilot  a  program  through  Cross-Cultural  and  International  Family  Medicine. 
Describe  your  program. 

The  formal  program  was  designed  to  bring  residents  from  being  relatively  ethnocentric  to 
ethnorelative.  The  program  defined  five  levels  of  clinical  cultural  competence  with  specific 
objectives  and  skills  required  to  achieve  each  level.  The  curriculum  is  integrated  into:  specific 
didactic  sessions  including  day  workshops,  Grand  Rounds,  monthly  noon  conferences;  case 
discussions  based  on  role  plays;  clinical  preceptors  (one  on  one);  community-oriented  projects; 
and  individual  research  projects. 

How  have  you  evaluated  your  program? 

Both  qualitative  and  quantitative  measures  have  been  used.  The  residents  are  asked  to  self 
evaluate  their  clinical  cultural  competence  level  (1-5)  before  and  after  the  sessions.  The  faculty 
also  evaluated  the  residents  by  direct  observation.  They  program  is  evaluating  more  formal 
methods  (e.g.,  OSCE,  standardized  patients,  etc.)  for  the  future. 
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University  of  California,  San  Francisco,  CA 

John  Takayama,  M.D.,  M.P.H. 
Assistant  Professor  In-Residence 
Division  of  General  Pediatrics 

How  did  you  get  your  program  started? 

The  residents  asked  for  a  program  to  address  cultural  issues  as  well  as  community  violence  and 
domestic  violence. 

Describe  your  program 

The  program  consists  of  a  one-month  block  rotation  for  second-  and  third-year  pediatric 
residents.  It  includes  seminars  on  violence  prevention,  cultural  competence,  health  policy,  and 
child  advocacy  presented  by  both  physicians  and  non-physicians.  Off-site  clinical  experiences 
are  provided.  The  key  goals  of  the  program  are  to  develop  relationships  with  the  community, 
bring  faculty  in  from  the  community  to  provide  mentoring  and  expertise,  and  take  residents  into 
the  community. 

How  have  you  evaluated  your  program? 

Qualitative  evaluations  are  used.  Pre-  and  post-seminar  surveys  subjectively  assess  residents' 
comfort  level  with  different  topics.  Evaluations  during  the  initial  months  of  the  program  reveal 
that  residents  are  satisfied  and  the  community  is  pleased  with  the  program.  The  program  would 
like  to  ask  patients  if  they  receive  better  service  after  the  rotation. 


Changes/Tips  Suggested  for  Any  Program 

•  Provide  formal  training  for  using  professional  interpreters. 

•  Use  social  workers  to  do  cultural  diversity  training  since  many  are  well  trained  in  this 
area. 

•  Use  existing  programs  if  you  need  to. 

•  Do  not  rely  on  the  literature  too  heavily  when  deciding  on  an  experiential  vs.  case 
discussion  model  and  match  the  program  to  the  residents. 

Cross-Cultural  Education  in  a  Residency  Program 
Department  of  Pediatrics,  UCSF 

Cultural  competency  was  addressed  as  one  of  three  themes  in  a  one-month  block  rotation 
entitled  "Health  of  the  Community."  The  three  themes  were  violence  prevention,  cultural 
competence,  and  health  policy /child  advocacy.  Pediatric  residents  in  the  second  and  third  years 
participated  in  seminars  featuring  faculty  from  the  community  and  provided  services  at 
community  health  care  sites,  shelters,  and  schools.  The  seminars  emphasized  skills,  e.g., 
diversity  training  and  effective  use  of  translators,  and  the  field  work  opportunities  to  apply 
learned  techniques  under  supervision.  Since  many  of  the  faculty  (role  models)  were  from  the 
community,  they  provided  services  in  a  culturally  appropriate  way.  Academic  faculty,  by 
accompanying  residents  to  shelters  and  schools,  built  relationships  with  the  community. 
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Seminar  Topics: 

1.  Diversity  training:  group  discussion  on  personal  biases  and  stereotypes. 

2.  Use  of  translators;  cultural  aspects  of  health  and  illness,  use  of  health  services. 

3.  Reflective  reasoning:  understanding  how  we  communicate  with  our  patients,  what  are 
influential  factors,  and  how  we  can  change  our  ways. 

4.  Discipline:  videotaped  family  interviews,  role  plays,  cross-cultural  issues. 

5.  Domestic  violence:  how  to  identify  and  provide  resources  to  victims. 

6.  Child  abuse:  reporting  and  testifying. 

7.  Health  care  systems:  organization  and  financing  of  systems  that  serve  the  underserved; 
grass-roots  advocacy  from  community  health  clinics. 

8.  HIV  health  policy — universal  screening:  why  and  why  not. 

9.  Child  advocacy:  advocacy  organizations,  role  of  pediatrician. 

10.  Current  issues:  health  care  access,  financing,  Medicaid,  children's  issues. 

Field  Work: 

See  attached  page  for  examples. 
Strengths: 

1 .  Cross-cultural  education  not  only  a  theme  (cultural  competency)  by  itself,  but  also  part  of 
other  important  themes  such  as  violence  prevention. 

2.  Practical  techniques  featuring  role  play  and  video  tapes,  e.g.,  communicating  effectively 
about  child  rearing  issues  (discipline). 

3.  Hands-on  work  in  the  field  and  including  health  care  sites,  shelters,  and  schools. 

4.  Faculty  from  the  community  (fingers  on  the  pulse  of  the  community). 

5.  San  Francisco:  30%  Asian/Pacific  Islander,  20%  Latino,  10%  African  American. 

6.  Primary  care  residents  enthusiastic  and  interested  in  the  underserved. 

7.  Core  group  of  academic  faculty. 

Current  Ongoing  Issues: 

1.  Financial  support:  grant  and  departmental  funding. 

2.  Evaluation:  what  outcomes  and  how  to  measure. 

3.  Formal  and  continuing  education  for  the  academic  faculty. 
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"HEALTH  OF  THE  COMMUNITY" 
An  Introduction  to  Community  Pediatrics  for  Residents 


COMPETENCIES 

In  violence  prevention,  to 

•  ask  about  domestic  violence  during  child  health  supervision  visits 

•  counsel  parents  about  effective  methods  of  discipline 

•  intervene  during  witnessed  acts  of  child  maltreatment 

•  interview  abused  children  and  testify  in  court  on  their  behalf. 
In  cultural  competence,  to 

•  develop  awareness  of  personal  biases  and  stereotypes 

•  use  interpreters  in  an  effective  and  respectful  fashion 

•  understand  ethnic  differences  in  the  perception  of  health,  illness,  and  the  use  of 
health  services 

•  provide  health  services  in  a  culturally  appropriate  fashion 
In  health  policy  and  child  advocacy,  to 

•  understand  the  different  systems  and  financing  of  health  services 

•  know  the  barriers  to  the  effective  delivery  of  health  services 

•  understand  the  steps  involved  in  the  development  of  health  policy 

•  realize  the  role  of  pediatricians  as  advocates 

•  know  the  goals  and  methods  of  advocacy  groups  in  California 

FORMAT 

1 .  Faculty 

a.  Division  of  General  Pediatrics: 

•  developed  rotation 

•  facilitated  seminars 

•  accompanied  residents  to  shelters 

•  communicated  with  health  care  site  directors 

b.  Community  Faculty 

•  speakers  at  seminar  discussions 

•  preceptors  at  health  care  sites 

2.  Residents 

a.  second-  and  third-year  residents 

b.  substituted  this  rotation  for  an  elective 

c.  call  schedule  every  fourth  night  (post-call  afternoon  off) 

d.  residents  fluent  in  languages  (Spanish,  Tagalog) 
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3.  Schedule 

a.  40  half-day  sessions  in  November  (because  of  holidays)  40 

b.  Continuity  clinics  (eight  half-days),  post-call  afternoons  (five  half-days)  13 

c.  Violence  prevention:  four  half-day  seminars,  two  half-day  shelter  visits,  8 
full-day  antiviolence  conference 

d.  Cultural  competence:  two  half-day  seminars,  five  to  six  half-days  at  health  10 
care  sites,  two  sessions  at  schools 

e.  Health  policy  and  child  advocacy:  four  half-day  seminars  4 

f.  Orient  (two  half-days),  midterm  debrief  (one  half-day),  conclude  (one  1 
half-day) 

4.  Seminar  Topics 

a.  Violence  prevention 

•  Domestic  violence 

•  Discipline  and  corporal  punishment  (two  sessions) 

•  Interviewing  victims,  testifying  in  court,  legal  responsibilities 

b.  Cultural  competence 

•  Cultural  diversity  discussion 

•  Using  interpreters,  different  cultural  health  beliefs  and  behavior 

c.  Health  policy  and  child  advocacy 

•  Introduction  to  health  care  systems,  barriers  to  effective  care 

•  Health  policy  development  and  application:  caring  for  HIV-affected  families 

•  Advocating  for  children  and  families  in  California 

•  Health  care  reform:  what  happened? 

5.  Health  care  sites:  type  of  facility;  main  languages  spoken 

a.  Health  Center  4:  health  department,  Cantonese 

b.  Mission  Neighborhood  Health  Center:  community  health  clinic;  Spanish 

c.  Marin  Community  Clinic:  Spanish 

d.  Balboa  Teen  Clinic:  health  department;  English 

e.  South  of  Market  Health  Center:  community  health  clinic;  Tagalog 

6.  Shelters 

a.  Victims  (families)  of  domestic  violence 

b.  Homeless 

c.  Drug  rehabilitation  (families, 

7.  Schools 

a.  Science  and  Education  Project:  joint  project  between  UCSF  and  San  Francisco 

b.  Middle  schools,  high  schools 

For  more  information,  please  contact: 

John  Takayama,  M.D.,  M.P.H.  Tina  Gabby,  M.D.,  M.P.H.  Jane  Bernzweig,  Ph.D. 

(415)476-5763  (415)476-3231  (415)476-6692 

e-mail:  jtaka@itsa.ucsf.edu       e-mail:  tgabby@itsa.ucsf.edu  e-mail:  bernz@itsa.ucsf.edu 

fax:  (415)  476-8130  fax:  (415)  476-8130  fax:  (415)  502-4858 
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4.  Using  Simulated  Patients  and  Other  Clinical  Experiential  Methods  in  Cross- 
Cultural  Medical  Education 

•  Facilitator:  David  McKay,  M.D.,  M.P.H.,  Clinical  Professor,  Division  of  Family  and 
Community  Medicine,  Stanford  University  and  Stanford-San  Jose  Medical  Center 
Family  Practice  Residency  Programs. 


A.  Working  with  simulated  of  "standardized"  patients  as  a  model  for  enhancing  cross- 
cultural  clinical  competence 

1.  Introduction  to  the  concept  and  the  method 

2.  Demonstration  of  two  examples: 

a.  Videotaped  interview  of  entering  family  practice  resident  with  a  post-partum 
patient 

b.  Group  interview  of  medical  students  with  a  diabetic 

3.  Learning  objectives  for  the  exercises 

4.  Practicalities:  scenario  development,  recruitment,  preparation,  game  rules 

5.  Other  uses  of  the  method  (group  discussion) 

B.  Other  experiential  methods  for  developing  cross-cultural  clinical  competence  (to  be 
demonstrated  and/or  discussed  as  group  interest  and  time  allow) 

1 .  Group  interview  with  a  continuity  patient 

2.  Workstations  using  alternative  healing  traditions  and  clinical  problems 

3.  Reports/discussion  of  case  studies  and  cross-cultural  experiences 

4.  Groups  discussion  of  video-tape  segments  ("trigger  tapes") 

5.  Self-assessment  and  discussion  of  situational  vignettes 


Background  Information  on  "Patient"  to  Be  Interviewed 

Cristina  Diaz  is  a  23-year-old  Hispanic  woman  Gl  PI  who  delivered  her  first  child  yesterday. 
You  are  assuming  responsibility  for  her  care  and  are  about  to  have  your  first  visit  with  her  in  the 
hospital. 

She  had  been  seen  since  the  19th  week  of  pregnancy  in  the  Family  Practice  Clinic  before 
delivery.  Labor  was  precipitous  (less  than  two  hours)  but  delivery  of  the  3130-gram  infant  was 
otherwise  uneventful.  An  episiotomy  was  performed.  Her  past  medical  history  and  review  of 
systems  were  unremarkable. 

Cristina  lives  with  her  husband,  Oscar,  a  house  painter,  and  with  her  own  mother,  Maria. 
Cristina  worked  part-time  in  a  child  care  center  until  shortly  before  her  due  date. 

Physical  exam  of  the  mother  and  infant  after  delivery,  including  this  morning,  were  both 
entirely  within  normal  limits. 

When  you  came  by  to  meet  the  patient,  her  nurse  mentioned  her  concern  that  the  patient  this 
morning  was  complaining  of  feeling  nervous,  had  had  difficulty  sleeping,  and  wasn't  hungry. 
She  also  seems  "overprotective"  of  the  baby,  in  that  she  and  her  mother  refused  to  allow  one  of 
the  doctors  to  examine  the  baby  and  have  seemed  upset  when  the  individual  would  compliment 
the  infant. 
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Description  of  Patient  Scenario  and  Teaching  Points 

The  patient  is  Cristina  Diaz,  a  23-year-old  Mexican-American  woman. 
Patient  Profile: 

Cristina  and  her  husband,  Oscar  (24  years  old),  live  with  her  mother  (55  years  old).  This  is 
her  first  child.  She  is  the  youngest  of  five  children.  Her  two  oldest  sisters  live  in  San  Jose,  and 
each  has  three  children. 

Cristina  was  born  in  Mexico  and  moved  to  San  Jose  9  years  ago.  She  met  her  husband  while 
attending  high  school.  Oscar  is  currently  working  as  a  house  painter  and  is  taking  night  courses 
at  a  local  community  college.  Cristina  has  been  working  part-time  at  a  child  care  center. 
Cristina' s  mother,  Maria,  is  the  primary  caretaker  at  home.  She  is  a  traditional  Mexican  mother, 
having  arrived  in  the  United  States  10  years  ago.  She  has  much  influence  over  Cristina  and  is 
excited  about  the  birth  of  a  new  grandchild. 

Maria  is  concerned  about  the  influence  "American  life"  has  on  Cristina.  She  is  upset  that 
Cristina  is  working  and  will  go  back  to  work  so  soon  after  the  baby  is  born.  She  has  advised 
Cristina  to  breastfeed,  but  Cristina  believes  it  is  best  to  bottle  feed  since  most  of  her  American 
friends  bottle  fed  and  their  babies  are  "big  and  strong." 

Teaching  Points: 

1 .  Cristina  is  worried  that  she  may  be  suffering  from  susto.  She  described  to  her  mother  the 
symptoms  of  nervousness,  being  unable  to  eat,  and  having  difficulty  sleeping.  Maria 
recognized  the  condition  as  susto  and  believes  that  the  susto  was  brought  on  by  Cristina' s 
difficult  delivery. 

Susto  is  a  condition  caused  by  sudden  fright  leading  to  insomnia,  loss  of  appetite,  and 
general  nervousness.  It  tends  to  disrupt  interpersonal  relationships  and  prevents  a  person 
from  effectively  carrying  on  daily  activities.  If  the  condition  is  recognized  early  enough, 
susto  can  be  prevented  by  taking  a  teaspoon  of  sugar. 

2.  Nurses  have  noticed  that  Cristina  and  her  mother  are  "overprotective"  of  that  infant.  At 
times,  they  have  refused  to  allow  certain  individuals  to  examine  the  infant  and  seemed 
upset  when  an  individual  would  compliment  the  infant.  Cristina  and  her  mother  are 
concerned  about  mal  de  ojo.  This  illness  primarily  affects  children  and  is  caused  by  an 
adult  with  "strong  blood,"  who  admires  or  smiles  at,  but  does  not  touch  the  child.  Mal  de 
ojo  can  be  prevented  and  treated  by  having  the  person  who  is  giving  the  ojo  touch  the 
child. 

3.  Cristina  is  not  interested  in  breastfeeding  and  would  like  to  know  which  formula  to  use. 
She  is  under  the  impression  that  bottle  feeding  is  better  since  it  is  the  "acceptable  form" 
of  feeding  in  the  United  States.  She  also  believes  that  bottle  feeding  will  ensure  that  her 
child  will  grow  to  be  healthy  and  strong. 

4.  Cristina  also  wants  to  know  when  she  can  begin  to  feed  her  baby  honey.  Where  she  grew 
up  in  Mexico,  it  was  common  practice  among  her  relatives  to  feed  infants  honey  after  a 
few  months.  This  practice  is  rooted  in  the  belief  that  it  would  help  the  infant  grow  and 
enable  the  child  to  fight  certain  illnesses. 
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Background  Information  on  "Patient"  to  Be  Interviewed 

Kiem  Nguyen  is  a  24-year-old  Vietnamese  woman  G2  P2  who  delivered  her  second  child,  a 
girl,  yesterday.  You  are  assuming  responsibility  for  her  care  and  are  about  to  have  your  first  visit 
with  her  in  the  hospital. 

She  had  been  seen  since  the  19th  week  of  pregnancy  in  the  Family  Practice  Clinic  before 
delivery.  Labor  was  precipitous  (less  than  two  hours)  but  delivery  of  the  3130-gram  infant  was 
otherwise  uneventful.  An  episiotomy  was  performed.  Her  past  medical  history  and  review  of 
systems  were  unremarkable  except  that  she  tested  positive  for  TB  and  was  treated  when  she 
immigrated  to  the  U.S.  two  years  ago.  Her  chest  X-ray  is  normal  as  are  other  routine  blood  tests. 

Kiem  lives  with  her  husband,  a  mechanic.  They  have  full  medical  insurance  through  his 
work.  She  is  a  high  school  graduate  and  is  comfortable  in  English. 

Physical  examination  of  the  mother  and  infant  after  delivery  were  both  entirely  within  normal 
limits.  Vital  signs  on  the  mother  this  morning  include  temperature  of  99.8°,  pulse  82,  respirations 
at  14,  and  blood  pressure  of  120/70. 

When  you  came  by  to  meet  the  patient,  the  floor  nurse  mentioned  her  concern  that  the  patient 
this  morning  refused  her  medicine  (routine  vitamins),  wouldn't  take  a  shower,  and  seems  to  be 
taking  little  interest  in  her  infant. 

Description  of  Patient  Scenario  and  Teaching  Points 

The  patient  is  Kiem  Nguyen,  a  24-year-old  Vietnamese  woman. 

Patient  Profile:  » 

Kiem  lives  with  her  husband  Hahn  (25  years),  their  eldest  child  Tho  (3),  her  husband's 
younger  brother  Luc  (19),  and  her  mother-in-law  Pham  Thi  Hoa  (50).  The  Nguyens  arrived  in 
San  Jose  two  years  ago.  Hoa  assumes  primary  homemaker  responsibility  and  cooks  using 
traditional  Vietnamese  recipes. 

Kiem  came  for  regular  prenatal  visits  from  the  nineteenth  week  of  pregnancy,  after  she 
learned  of  health  benefits  through  her  husband's  work.  She  had  a  precipitous  delivery  (less  than 
two  hours),  and  delivered  a  girl  (3130  grams).  The  initial  and  subsequent  exams  have  been 
entirely  normal. 

Her  concerns  this  morning  include: 

1.  She  was  feeling  feverish  and  had  a  mild  chill  this  morning.  She  does  not  wish  to  take  her 
vitamin  pills  or  to  take  a  shower  this  morning. 

2.  Her  mother-in-law  brought  some  special  "wine  with  herbs"  to  bathe  her.  She  would  like 
to  make  sure  it  is  okay  to  use  it. 

3.  She  is  very  happy  with  the  baby  but  feels  it  is  dangerous  to  express  too  much  pleasure 
about  and  admiration  of  a  newborn. 

4.  Kiem  will  mention  that  she  plans  to  bottle  feed  her  baby  and  would  like  advice  on  what  is 
the  best  bottle  drink. 

5.  She  will  also  ask  whether  her  mother-in-law  might  bring  some  traditional  Vietnamese 
food  to  her  in  the  hospital. 

6.  Kiem  feels  it  is  important  to  stay  inside  for  the  first  month  after  delivery. 
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Teaching  Points: 


1.  The  patient  does  not  wish  to  drink  cold  water  because  childbirth  is  a  time  when  heat  is 
lost  from  the  body  and  one  wishes  to  conserve  heat. 

2.  She  wishes  not  to  shower  because  that  will  cause  heat  loss.  She  will  take  a  wine  and  herb 
bath,  though,  because  wine  helps  to  restore  heat  loss. 

3.  She  is  very  happy  with  the  baby,  but  feels  it  is  too  dangerous  to  express  pleasure  in  or  to 
compliment  the  baby  because  the  spirit  parents  might  take  the  baby  back. 

4.  She  wishes  not  to  breastfeed  because  bottle  feeding  is  "the  way  it  is  done  here."  Another 
reason  is  that  she  believes  Americans  think  seeing  a  woman  breastfeeding  is  offensive. 
Also,  "babies  grow  bigger  the  American  way"  (bottle-fed),  and  "bigger  is  better." 

5.  She  wishes  to  eat  special  foods  brought  by  her  mother-in-law  which  help  restore  the  heat 
loss.  Meat  is  especially  important,  as  well  as  is  wine.  She  is  glad  to  have  choices  on  the 
menu  in  the  hospital. 

6.  Because  she  is  supposed  to  stay  inside  the  house  for  the  first  month,  she  wishes  to  know 
if  the  two-week  checkup  can  be  done  at  her  house. 

SJMC  Family  Health  Center 
Progress  Notes 

Name:  Maria  Gonzales 

S — Mrs.  Gonzales  is  a  59-year-old  grandmother  of  Mexican  descent  who  states  she's  been 
seen  every  few  months  at  VMC  for  about  five  years  for  her  diabetes;  no  records  are  available. 
She  comes  here  to  see  if  we  "can  fix  her  sugar  better."  She  has  never  measured  her  blood  glucose 
at  home  and  says  that  tests  in  the  VMC  clinic  "are  always  between  200  and  300."  She  has  been 
on  Micronase  10  mg  b.i.d.  For  at  least  two  years.  She  reports  "trying  to  avoid  sweets"  but  has  not 
been  following  any  prescribed  diet. 

Heavy  since  her  last  child  was  born  20  years  ago,  she  has  gained  ten  pounds  this  past  year. 
She  denies  other  medical  problems  except  for  gallstone  surgery  six  months  ago.  Family  history 
includes  a  mother  who  died  in  Mexico  at  age  60  with  diabetes  and  kidney  failure,  and  two  aunts 
with  diabetes. 

O— Wt.  160,  height  5*1"  (about  20%  above  ideal  weight).  BP  1589/96.  Eyes— PERRL;  fundi 
benign.  Chest  clear;  heart  sounds  WNL.  Abd-neg  but  for  small  RUQ  scar.  Extrem-trace  pedal 
edema;  thick  callus  over  M-P  joints  both  feet.  Neuro — good  strength  x  4  extrem;  si  diminished 
position  sense  both  great  toes. 

Glucometer  240  (2  hours  after  coffee  and  pastry) 

A — Poorly  controlled  Type  II  diabetes. 

P — Check  fasting  glucose  with  chem  panel  (-228;  -creat  1.5) 

U/A  +4  glue,  +1  protein 

Request  records  from  VMC. 

Ask  patient  to  keep  detailed  food  diary. 

Reassess  1  week. 
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5.  Overcoming  Stereotypes  and  Participant  Resistance  in  Cross-Cultural  Programs 

•     Facilitators:  Jann  Murray-Garcia,  M.D.,  M.P.H.;  Melanie  Tervalon,  M.D.,  M.P.H. 

One  of  the  potential  pitfalls  inherent  in  teaching  about  cultural  "groups"  is  participants' 
tendency  to  stereotype  the  individuals  within  a  group.  And  in  a  program  that  aims  to  teach 
provocatively  about  race,  racism,  homophobia,  etc.,  participant  resistance  and  defensiveness  are 
predictable  phenomena.  Common  themes  that  we  have  found  helpful  in  preventing  stereotyping 
and  resistance  include:  (1)  strategies  built  in  during  the  program's  development  phases  and  into 
the  ongoing  program  process,  and  (2)  careful  attention  to  curriculum  content  and  pedagogy. 

To  illustrate  this  conceptual  framework,  several  examples  from  our  experience  at  Children's 
Hospital  Oakland  were  presented.  Strategies  of  process  in  overcoming  stereotypes  included  the 
use  of  diverse  planning  groups  who  met  over  the  course  of  several  months  to  determine 
curriculum  content,  serving  as  an  internal  check  on  the  material  presented.  Strategies  of 
curriculum  content  in  overcoming  stereotypes  included  the  use  of  personal  stories  as  a 
presentation  forum.  Strategies  of  process  in  managing  resistance  included  inviting  participants  to 
become  co-creators  and  leaders  in  the  development,  implementation,  and  evaluation  phases  of 
the  program.  Strategies  of  curriculum  content  in  managing  resistance  included  providing  a 
variety  of  opportunities  for  people  to  interact  with  the  material  (i.e.,  small  groups,  cultural 
presentations,  reading  lists  that  included  literature  as  well  as  biomedical  pieces),  to  both  reinforce 
concepts  and  reinvite  after  provocative  segments. 
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CONFERENCE  PLANNING  COMMITTEE 


University  of  California,  Davis 

•  Lindy  F.  Kumagai,  M.D.,  Hispanic  Center  of  Excellence,  Office  of  Minority  Affairs 

•  Roberto  Paez,  Hispanic  Center  of  Excellence,  Office  of  Minority  Affairs 

•  Lisa  Guerra,  M.D.,  Hispanic  Center  of  Excellence,  Office  of  Minority  Affairs 

Stanford  University  School  of  Medicine 

•  Ronald  D.  Garcia,  Ph.D.,  Director,  Minority  Center  of  Excellence 

•  Noel  B.  Rosales,  M.D.,  Postdoctoral  Fellow,  Center  of  Excellence 

•  Fernando  Mendoza,  M.D.,  M.P.H.,  Principal  Investigator,  Center  of  Excellence 
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EVALUATION 
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EVALUATION 


Evaluation  Summary 

1 .  Did  you  have  specific  objectives  for  this  conference?  If  so,  identify. 

 Specific  objectives  


Number 

Percent 

Yes 

23 

64 

No 

9 

25 

No  Response 

4 

11 

Most  frequently  listed  objectives  by  respondents: 

•  Learn  information  to  start  curriculum 

•  Review  models  of  existing  programs 

•  Learn  how  to  apply  curriculum  to  community 

•  Develop  and  expand  network  and  resources 

2.  Presentations  identified  as  most  valuable 

•  The  Challenges  of  Education  in  a  Multicultural  Society. 

•  Model  Multicultural  Curriculum — Response  to  the  Community 

•  Translating  the  Challenge  into  Curriculum  and  the  Importance  of  Integration  at 
Multiple  Levels 

•  Why  Cross-Cultural  Curriculum  Is  Needed  from  an  HMO  Standpoint. 

3.  Primary  reasons  listed  for  value  of  lectures 

•  Community  focus 

•  Excellent  example 

•  Conceptual  clarity 

•  Useful  information 

•  Practical  information 

•  Comprehensive 

•  Inspirational 
State  of  the  Art 

4.  Strengths  of  the  conference 

•  Relevance  of  topics 

•  Interdisciplinary  participants 

•  Presentations 

•  Meeting  others 

•  Presenting  successful  models 

•  Breadth  and  diversity  of  presenters  and  attendees 

•  Workshop  summaries 

•  Networking 

•  Timeliness 
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5.  Weaknesses  of  conference 

•  Need  more  opportunity  to  talk  with  presenters 

•  Too  many  speakers 

•  Need  more  details  on  getting  started 

•  Need  more  strategies  on  dealing  with  barriers 

•  Fewer  breaks,  more  time  to  interact  with  speakers 

•  Need  more  structure  for  workshops 

•  Expand  focus  to  include  other  minority  groups 

•  Need  more  question  and  answer  sessions 

•  Publish  participant  and  attendance  list 

6.  Additional  topics  for  future  conferences 

•  American  Indian  issues 

•  Resource  materials  for  starting  curriculum 

•  Examine  role  of  social  class  and  racism 

•  Real  life  barriers  and  implementation  issues 

•  Role  of  community  clinics,  i.e.,  teaching  and  mentorship 

•  Language 

•  Community  perspectives 

•  Diversity  minority  medical  students 

•  More  examples  of  curriculum  content 

•  More  on  evaluation 

7.  Attendance  linked  to  AAMC  Meeting 

•  Yes  9 

•  No  25 

•  No  response  2 

8.  Interest  in  participating  in  cross-cultural  curriculum  consortium 

•  Yes  32 

•  No  2 

•  No  response  2 

9.  Interest  in  attending  another  conference  on  cross-cultural  curriculum 

•  Yes  34 

•  No  1 

•  No  Response  1 


33 


Summary 


Participants  attended  the  conference  from  diverse  backgrounds.  Most  participants  (64%) 
came  with  specific  objectives  in  mind.  The  most  frequently  listed  objectives  were  a  perfect 
match  with  conference  goals  which  were  to  share  information  about  existing  curriculum  models, 
help  others  get  started,  and  establish  a  network  and  resources.  The  major  presentations  covered 
the  need  for  cross-cultural  curriculum,  specific  models,  and  practical  suggestions  on  getting 
started.  Strengths  of  the  conference  included  the  interdisciplinary  participants,  quality  of 
presentations,  networking  opportunities,  model  curricula,  and  relevancy  of  topics.  The 
weaknesses  included  a  need  for  more  access  to  presenters,  more  interaction  time,  and  just 
information  overload.  Several  good  suggestions  were  made  for  future  topics  such  as  American 
Indian  health  issues,  role  of  racism  and  class,  language  competency,  and  a  continuation  of  topics 
presented  in  this  conference. 

Most  participants  came  to  the  conference  independent  of  attending  the  AAMC  meeting.  This, 
coupled  with  the  overwhelming  interest  in  attending  another  cross-cultural  conference,  strongly 
suggests  that  there  is  sufficient  interest  and  need  in  this  curriculum  area  to  support  further  efforts 
such  as  the  formation  of  a  cross-cultural  curriculum  consortium. 


i 
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RECOMMENDATIONS 


RECOMMENDATIONS 

The  recommendations  listed  below  are  intended  to  address  the  need  for  increasing  the 
development  of  curricula  in  medical  schools  related  to  cross-cultural  education: 


1.  Sponsor  an  annual  conference  on  cross-cultural  education  in  medicine  which  will 
promote  the  sharing  and  the  development  of  information  on  a  national  level. 


2.  Support  the  development  of  community-based  cross-cultural  education  programs  through 
partnerships  between  academic  and  community-based  organizations  that  examine 
preclinical,  clinical,  postgraduate  education. 


3.  Develop  a  national  consortium  of  medical  educators  to  share  instructional  modalities  in 
cross-cultural  medicine. 


4.  Create  postgraduate  fellowships  for  the  development  of  medical  generalists  with  a  special 
focus  on  curriculum  development  in  cross-cultural  medicine. 


5.  Support  projects  to  evaluate  the  impact  of  cross-cultural  educational  programs  across 
outcomes  such  as  patient  care,  service  delivery,  educational  change. 
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SPEAKER  AND  FACILITATOR  ADDRESS  LIST 


SPEAKER  AND  FACILITATOR  ADDRESS  LIST 


Dennis  Andrulis,  Ph.D. 

National  Public  Health  and  Hospital  Institute 
1212  New  York  Avenue  NW,  Suite  800 
Washington,  DC  20005 
(202)  408-0229 
Fax:  (202)  408-0235 

Diane  Appelbaum,  R.N.,  F.N.P. 

University  of  Wisconsin,  School  of  Medicine 

324  Bradley  Memorial 

1225  Linden  Dr. 

Madison,  WI  53706 

(608)  263-5320 

Fax:  (608)  262-2327 

Lauro  F.  Cavazos,  Ph.D.* 

Department  of  Family  Medicine  & 

Community  Health 

Tufts  University,  School  of  Medicine 

136  Harrison  Ave 

Boston,  MA  02111 

(617)  636-4686 

Fax:  (617)  636-7417 

Kathleen  Culhane-Pera,  M.D.,  M.A. 

Health  Partners 

Ramsey  Clinic 

640  Jackson  Street 

St.  Paul,  MN  55101-2595 

(612)  221-3540;  (612)  222-1816 

Fax:  (612)  221-4360 

Ronald  D.  Garcia,  Ph.D. 

Center  of  Excellence 

Stanford  University  School  of  Medicine 

851  Welch  Road,  Room  1 15 

Palo  Alto,  CA  94304-5740 

(650)  725-0354 

Fax:  (650)  725-5538 


Robert  C.  Like,  M.D.,  M.S.* 

University  of  Medicine  &  Dentistry  of 
New  Jersey 

Robert  Wood  Johnson  Medical  School 

Department  of  Family  Medicine 

One  Robert  Wood  Johnson  Place-CN  19 

New  Brunswick,  New  Jersey  08903-0019 

(908)  235-7662 

Fax:  (908)  246-8084 

e-mail:  like@umdnj.edu 

David  McKay,  M.D. 

25  N  14th  Street,  Suite  1020 
San  Jose,  CA  95110 
(408)  977-7318 

Lisa  Merritt,  M.D. 

Diplomate,  American  Academy  of  Physical 
Medicine  and  Rehabilitation  & 
American  Academy  of  Pain  Management 
Founder  &  President  of  The  Multicultural 
Health  Institute 

300  University  Avenue,  Suite  217 

Sacramento,  CA  95825 

(916)  565-5520 

e-mail:  krg@merrittmd.com 

Frank  Meza,  M.D.* 

Kaiser  Permanente 
5220  Telford 
Los  Angeles,  CA  90022 
(213)  881-5522 

Bill  Morris,  M.D.,  M.P.H. 

Department  of  Medicine 

Santa  Clara  Valley  Medical  Center 

731  South  Bascom  Ave. 

San  Jose,  CA  95128-2699 

(408)  885-7533 

Jann  Murray-Garcia,  M.D.,  M.P.H. 

3  Emerald  Court 
Vallejo,  CA  94589 
(707)  557-5150 


Available  on  videocassette. 
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Elena  Rios,  M.D.,  M.S.P.H 

Office  of  Women's  Health 
DHHS  Public  Health  Services 
200  Independence  Ave.  SW  #730B 
Washington,  DC  20201 
(202)  690-5884 

Ciro  Sumaya,  M.D.,  M.P.H.T.M. 

Administrator 

Department  of  Health  &  Human  Services 

Health  Resources  and  Services  Administration 

Rockville,  MD  20857 

(301)  443-2216;  (301)  443-2033; 

(202)  861-8845 

John  Ichiro  Takayama,  M.D.,  M.P.H. 

Assistant  Professor 

Division  of  General  Pediatrics 

Department  of  Pediatrics,  School  of  Medicine 

San  Francisco,  CA  94127 

(415)476-5763 

e-mail:  jtaka@itsa.ucsf.edu 

Melanie  Tervalon,  M.D.,  M.P.H.* 

Multicultural  Curriculum  Program 
Children's  Hospital  Oakland 
747  52nd  Street 
Oakland,  CA  94609-1809 
(510)  428-3885  ext.  2094 
Fax:  (510)  601  -3979 

Melissa  Welch,  M.D.,  M.P.H. 

Assistant  Professor  of  Medicine 
Division  of  General  Internal  Medicine 
University  of  California,  San  Francisco 
San  Francisco,  CA  94127-0320 
(415)  502-4212 
Fax:  (415)476-7964 


Available  on  videocassette. 


CULTURAL  COMPETENCE  IN  HEALTH  CARE  DELIVERY 
ANNOTATED  BIBLIOGRAPHY 


SPEAKER  AND  FACILITATOR  ADDRESS  LIST 


ANNOTATED  BIBLIOGRAPHY 


The  need  for  sensitivity  to  cultural  issues  in  the  practice  of  health  care  is  undeniable,  and  is 
increasing  as  population  diversification  continues.  The  idea  for  this  bibliography  was  generated 
by  increasing  interest  on  the  part  of  nurses,  interpreters  and  patient  representatives  at  the 
Stanford  University  Hospital  in  material  on  cross-cultural  health  care. 

This  collection  was  compiled  with  the  primary  purpose  of  supplying  staff  members  with 
information  that  is  both  easily  accessible  and  relevant  to  the  care  they  provide.  Though  some  of 
the  literature  included  focuses  on  broad  models  of  culturally  competent  health  care,  the  majority 
alerts  health  providers  to  specific  issues  pertinent  to  the  health  of  various  cultural  groups.  Health 
care  providers  need  to  be  aware  of  such  potential  issues  and  patterns  in  order  to  assure  good  care. 
They  should  in  no  way  use  this  information  as  a  blueprint  for  patient  interaction,  as  the  variation 
within  every  cultural  group  is  considerable.  The  goal  is  instead  to  increase  awareness  of  possible 
factors  that  may  affect  the  provider-patient  relationship,  diagnosis,  compliance,  or  any  other 
component  of  the  healing  process.  Health  care  providers  will  then  be  able  to  draw  upon  this 
knowledge  base  in  order  to  give  their  patients  the  best  possible  care. 

We  hope  that  this  bibliography  is  a  useful  resource. 

Please  send  any  additions,  suggestions,  or  comments  to  Kate  Gray  at 
gray_k@hosp.stanford.edu  or  call  (650)  723-7167. 

The  majority  of  the  books  and  articles  included  are  available  for  the  public  to  read  at  these 
locations: 

The  Office  of  Community  and  Patient  Relations      The  La  Verne  Wilson  Health  Library 
Stanford  University  Hospital  Stanford  University  Hospital 

300  Pasteur  Dr.  HI 401  300  Pasteur  Dr.  Rm.  E303 

Stanford,  CA  94305  Stanford,  CA  94305 


The  Health  Library 
A  community  service  of 
Stanford  University  Hospital 
248  Stanford  Shopping  Center 
Palo  Alto,  CA  94305 


The  Health  Library's  home  page: 
http:/www-med.stanford.edu/healthlib/ 
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Cultural  Competence  in  Health  Care  Delivery 


Books 

•  Geissler  E.  Pocket  guide  to  cultural  assessment.  St.  Louis:  Mosby;  1994:  This  brief  guide 
provides  information  on  the  health  beliefs,  time  and  space  perceptions,  and  health  risks  of 
patients  from  over  160  countries. 

•  Giger  J  &  Davidhizar  R.  Transcultural  Nursing:  Assessment  &  interventions  (2nd  Ed.).  St. 
Louis:  Mosby;  1995:  Issues  affecting  the  health  care  of  fifteen  cultural  groups  are  discussed 
in  detail  in  this  second  edition.  Specific  topics  covered  include:  communication,  space,  social 
organization,  time,  environment,  and  biological  variation. 

•  Lipson  J,  Dibble  S  &  Minarik  P.  Culture  and  Nursing  Care:  A  pocket  guide.  San  Francisco: 
UCSF  Nursing  Press;  1996:  This  pocket  guide,  written  by  nurses,  provides  quick  and  easily 
accessible  information  on  health  care  issues  in  over  two  dozen  ethnic  groups.  Explores  issues 
including  identity,  communication,  illness  beliefs,  and  health  practices.  This  is  possibly  the 
one  most  important  resources  in  this  field.  It  is  thorough,  succinct,  and  I  highly  recommend  it 
to  all  providers  of  health  care. 

•  Spector,  Rachel.  Cultural  Diversity  in  Health  and  Illness  (4th  Ed.).  Stamford,  CT:  Appleton 
&  Lange;  1996:  Written  for  all  health-care  providers,  this  text  promotes  awareness  of  the 
dimensions  and  complexities  involved  in  caring  for  people  from  culturally  diverse 
backgrounds.  The  author,  through  discussions  of  her  own  experiences,  shows  how  cultural 
heritage  can  affect  delivery  and  acceptance  of  health  care  and  how  professionals,  when 
interacting  with  their  clients,  need  to  be  aware  of  these  issues  in  order  to  deliver  safe  and 
professional  care.  Traditional  and  alternative  health  care  beliefs  and  practices  from  Asian 
American,  African  American,  Hispanic,  and  American  Indian  perspectives  are  represented. 

•  Qureshi,  Bashir.  Transcultural  Medicine:  Dealing  with  patients  from  different  cultures  (2nd 
Ed.):  Hingham,  MA:  Kluwer  Academic  Publishers;  1994:  Health  professionals  should 
concern  themselves  with  ethnicity,  religion  and  culture  as  much  as  with  the  age,  sex,  and 
social  class  of  their  patients.  In  this  book  some  problems  of  patients  from  different  ethnic 
backgrounds  are  identified  so  as  to  help  health  professionals  and  GP's — during  history- 
taking,  clinical  examination,  investigations  and  diagnosis,  drug  therapy  and  general 
consultation — with  a  clear  indication  of  what  doctors  should  do  differently  as  a  result  of 
seeing  how  things  can  go  wrong  or  be  misunderstood  in  a  particular  case. 

Articles  by  Topic/Specialty 

General 

•  Campinha-Bacote  J.  The  quest  for  cultural  competence  in  nursing  care.  Nursing  Forum,  1995 
Oct-Dec,  30(4):  19-25:  Conducting  a  culturally  sensitive  cultural  assessment  is  a  critical 
factor  in  rendering  culturally  relevant  services  to  our  growing  ethnically  diverse  patient 
population.  The  author  examines  issues  affecting  the  process  of  conducting  culturally 
sensitive  cultural  assessments.  A  review  of  several  cultural  assessment  tools  is  presented, 
along  with  suggestions  for  conducting  effective  cultural  assessments. 

•  Campinha-Bacote  J;  Yahle  T;  Langenkamp  M.  The  challenge  of  cultural  diversity  for  nurse 
educators.  Journal  of  Continuing  Education  in  Nursing,  1996  Mar-Apr,  27(2):59-64:  By  the 
year  2000,  one  in  every  three  Americans  will  represent  an  ethnically  diverse  cultural  group. 
Nurses  are  awaking  to  the  critical  need  to  become  more  knowledgeable  and  culturally 
competent  to  work  with  individuals  from  diverse  cultures.  However,  teaching  cultural 
awareness  in  nursing  education  can  present  a  major  professional  challenge  for  nurse 
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educators.  This  article  discusses  cultural  competence  and  presents  a  conceptual  model  of 
culturally  competent  health  care.  Based  on  this  model,  the  article  also  discusses  the 
implementation  of  a  four-session  cultural  diversity  program  in  a  rural  hospital  setting. 

•  Cross-cultural  medicine — a  decade  later  [Special  Issue].  Western  Journal  of  Medicine;  1992 
Sep;  157.  This  special  issue  includes  articles  on  various  cultural,  immigrant  and  refugee 
groups  in  the  US;  Some  of  which  are  outlined  in  more  detail  below. 

•  Garcia  RD  &  Wallace  ME.  Physicians  assistants  and  cultural  diversity.  Physician  assistant:  A 
guide  to  clinical  practice.  R  Ballweg,  S  Stolberg,  EM  Sullivan  (Eds.);  Philadelphia,  PA: 
Saunders  Co;  Chapter  6,  1994.  Attempts  to  provide  a  framework  for  approaching  patients 
from  diverse  cultural  backgrounds.  Includes  information  on  causes  of  differences, 
immigration  and  acculturation  issues,  prejudice  and  discrimination,  working  with 
interpreters,  and  cultural-specific  disease  explanations,  and  presents  related  case  studies. 

•  Miner  H.  Body  ritual  among  the  Nacirema.  American  Anthropologist,  Vol  58,  1956;  pp.503- 
507:  A  humorous  look  at  ourselves  intended  to  increase  awareness  and  open-mindedness. 

•  Kleinman  A,  Eisenberg  L  &  Good  B.  Culture,  illness,  and  care:  Clinical  lessons  from 
anthropologic  and  cross-cultural  research.  Annals  of  Internal  Medicine,  1978;  88:251-258: 
Major  health  care  problems  such  as  patient  dissatisfaction,  inequity  of  access  to  care,  and 
spiraling  costs  no  longer  seem  amenable  to  traditional  biomedical  solutions.  Concepts 
derived  from  anthropologic  and  cross-cultural  research  may  provide  an  alternative  framework 
fbr  identifying  issues  that  require  resolution.  A  limited  set  of  such  concepts  is  described  and 
illustrated,  including  a  fundamental  distinction  between  disease  and  illness,  and  the  notion  of 
the  cultural  construction  of  clinical  reality.  These  social  science  concepts  can  be  developed 
into  clinical  strategies  with  direct  application  in  practice  and  teaching.  One  such  strategy  is 
outlined  as  an  example  of  a  clinical  social  science  capable  translating  concepts  from  cultural 
anthropology  into  clinical  language  for  practical  application.  The  implementation  of  this 
approach  in  medical  teaching  and  practice  requires  more  support,  both  curricular  and 
financial. 

•  Spector  RE.  Cultural  concepts  of  women's  health  and  health-promoting  behaviors.  Journal  of 
Obstetric,  Gynecologic,  and  Neonatal  Nursing,  1995  Mar-Apr,  24(3):241-5:  Cultural 
diversity  is  the  reality  of  the  1990s,  and  the  United  States  is  becoming  the  most  ethnically 
diverse  society  in  the  world.  The  needs  and  responses  of  many  different  racial  and  ethnic 
groups  are  competing  for  recognition,  and  nurses  must  learn  how  to  meet  the  health  care 
needs  of  this  multicultural  society.  This  article  explores  cultural  concepts  relating  to  women's 
health  and  health  promoting  behaviors  in  the  context  of  this  social  change.  It  explores 
demographic  change,  concepts  of  heritage  consistency,  traditional  health  beliefs,  and 
traditional  health-promoting  behaviors. 

End  of  Life: 

•  Klessig  J.  The  effect  of  values  and  culture  on  life-support  decisions.  Western  J  of  Medicine, 
1992  Sept,  157:316:22:  Withdrawing  life  support  is  always  difficult.  When  patients  and 
health  professionals  are  from  different  ethnic  backgrounds,  value  systems  that  form  the  basis 
for  such  decisions  may  conflict.  Many  cultural  groups  do  not  place  the  same  emphasis  on 
patient  autonomy  and  self-determination  that  Western  society  does  and  find  the  idea  of 
terminating  life  support  offensive.  Although  physicians  should  never  assume  patients  will 
respond  in  a  particular  way  because  of  their  ethnic  background,  issues  of  life  support  should 
be  discussed  in  a  culturally  sensitive  way.  African-American,  Chinese,  Jewish,  Iranian, 
Filipino,  Mexican-American,  and  Korean  patients  were  surveyed  about  their  views  on  life 
support.  The  findings  reported  here,  although  not  meant  to  be  definitive,  should  add  to  health 
professionals'  understanding  about  diverse  beliefs  around  life-and-death  issues.  By  becoming 


43 


aware  of  this  diversity  of  beliefs,  health  professionals  can  avoid  the  damage  to  the  physician- 
patient  relationship  caused  by  conflicting  value  systems. 

•  Koenig  BA,  Gates-Williams  J.  Understanding  cultural  difference  in  caring  for  dying  patients. 
Western  Journal  of  Medicine,  1995  Sep,  163(3):244-9:  Experiences  of  illness  and  death,  as 
well  as  beliefs  about  the  appropriate  role  of  healers,  are  profoundly  influenced  by  patients' 
cultural  background.  As  the  United  States  becomes  increasingly  diverse,  cultural  difference  is 
a  central  feature  of  many  clinical  interactions.  Knowledge  about  how  patients  experience  and 
express  pain,  maintain  hope  in  the  face  of  a  poor  prognosis,  and  respond  to  grief  and  loss  will 
aid  health  care  professionals.  Many  patients'  or  families'  beliefs  about  appropriate  end  of-life 
care  are  easily  accommodated  in  routine  clinical  practice.  Desires  about  the  care  of  the  body 
after  death,  for  example,  generally  do  not  threaten  deeply  held  values  of  medical  science. 
Because  expected  deaths  are  increasingly  the  result  of  explicit  negotiation  about  limiting  or 
discontinuing  therapies,  however,  the  likelihood  of  serious  moral  disputes  and  overt  conflict 
increases.  We  suggest  a  way  to  assess  cultural  variation  in  end-of-life  care,  arguing  that 
culture  is  only  meaningful  when  interpreted  in  the  context  of  a  patient's  unique  history, 
family  constellation,  and  socioeconomic  status.  Efforts  to  use  racial  or  ethnic  background  as 
simplistic,  straightforward  predictors  of  beliefs  or  behavior  will  lead  to  harmful  stereotyping 
of  patients  and  culturally  insensitive  care  for  the  dying. 

Interpretation 

•  Buchwald  D,  Caralis  P  V,  Gany  F,  Hardt  EJ,  Muecke  MA,  Putsch  RW.  The  medical 
interview  across  cultures.  Patient  Care,  1993  April  15;  pp.  141-166:  The  day  is  here — or  soon 
to  come — when  you'll  need  to  communicate  with  patients  across  the  barriers  of  language  and 
culture  through  an  interpreter.  These  tips  will  help  you  meet  the  challenges.  Ideally,  use 
interpreters  who  are  familiar  with  the  patient's  culture  and  with  biomedicine  and  who  are 
trained  in  encounters  with  patients  and  cross  cultural  communication.  Bilingual  nursing  or 
office  staff  with  awareness  of  cultural  issues  and  good  communication  skills  may  be 
appropriate,  but  interpretation  should  not  be  tacked  on  to  other  duties.  Generally  avoid  using 
family  members — especially  children — friends,  or  strangers  from  the  waiting  room  as 
interpreters  for  reasons  of  competence  and  confidentiality. 

•  Haffner  L.  Translation  is  not  enough:  Interpreting  in  a  medical  setting.  Western  J  of 
Medicine,  1992  Sept,  157:255-259:  Unique  obstacles  must  be  overcome  when  providing 
medical  care  to  patients  who  have  an  incomplete  command  of  the  English  language.  Serious 
barriers  to  effective  communication  may  arise  at  the  exact  point  where  our  health  care  system 
must  succeed  or  fail.  Miscommunication,  differences  in  attitudes  about  health  care,  and 
various  other  misunderstandings  interfere  with  or  frustrate  good  health  care  for  these  patients 
and  their  families.  Such  difficulties  are  best  overcome  by  the  use  of  a  professional  interpreter 
who  can  ensure  good  communication  between  patients  and  health  care  professionals.  My 
daily  experiences  as  a  professional  medical  interpreter  and  translator  in  Spanish  provide 
insights  into  the  complexities  of  bilingual  and  bicultural  communication  in  the  hospital 
setting.  Although  the  examples  given  relate  to  Hispanic  patients,  the  lessons  learned  can  be 
extended  to  other  foreign  language  patients  as  well. 

Pediatrics 

•  Kune-Karrer  BM;  Taylor  EH.  Toward  multiculturality:  Implications  for  the  pediatrician. 
Pediatric  Clinics  of  North  America,  1995  Feb,  42(l):21-30:  Pediatricians  must  become  more 
aware  of  America's  growing  ethnic,  racial,  and  immigrant  populations.  A  pediatrician  who  is 
not  a  member  of  an  ethnic  group  can  certainly  become  a  minority  family's  doctor.  It  is  the 
position  of  this  article  that  the  pediatrician  must  understand  the  importance  of  cultural  issues 
and  allow  the  family  to  become  his  or  her  guide.  The  suggested  interview  is  provided  as  an 
outline  for  readers  to  both  use  with  immigrants  and  to  discover  personal  areas  of  cultural 
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awareness,  and  either  knowledge  or  sensitivity  gaps.  Some  individuals  may  want  to  only 
think  about  the  questions  and  mentally  relate  them  to  certain  families.  Considering  questions 
of  this  nature  can  help  each  pediatrician  to  become  better  spontaneous  interviewers  and  to 
keep  cultural  concepts  within  working  memory. 

Psychiatry 

•  Campinha-Bacote  J.  Transcultural  psychiatric  nursing:  diagnostic  and  treatment  issues. 
Journal  of  Psychosocial  Nursing  and  Mental  Health  Services,  1994  Aug,  32(8):41-6: 
Psychiatric  nurses  are  exposed  to  individuals  and  families  experiencing  culture-bound 
illnesses  in  which  symptomatology  closely  mimics  psychiatric  problems.  Because  of  the 
great  potential  of  misdiagnosis  among  culturally  diverse  groups  as  having  a  mental  illness,  a 
cultural  assessment  must  be  done.  The  culturally  competent  model  of  care  is  a  conceptual 
model  of  nursing  care  that  views  cultural  awareness,  knowledge,  skill,  and  encounters  as 
components  of  cultural  competence.  Cultural  competence  is  viewed  as  a  process  in  which  the 
psychiatric  nurse  strives  to  effectively  work  with  individuals  and  families  from  culturally 
diverse  backgrounds. 

•  Thompson,  Wendy  L.,  et  al.  Taking  care  of  culturally  different  and  non-English  speaking 
patients.  International  Journal  Of  Psychiatry  In  Medicine.  1990  Vol  20(3)  235-245:  Many 
physicians  evaluate  and  care  for  non-English  speaking  patients  and  patients  from  different 
cultures.  If  not  carefully  considered,  cultural  factors,  including  language,  often  interfere  with 
optimal  diagnosis  and  treatment  of  these  patients.  In  addition  to  improved  clinical  care, 
increased  awareness  and  assessment  of  these  issues  can  enhance  patient  and  family 
satisfaction  and  cooperation  with  therapeutic  recommendations.  Some  examples  of  cultural 
differences  in  health  care  beliefs,  diet,  dress,  and  mental  health  and  political  beliefs  are 
provided.  The  knowledge  and  skills  to  perform  a  sociocultural  differential  diagnosis  and  to 
initiate  treatments  in  these  areas  are  especially  important  for  consultation-liaison 
psychiatrists. 

Religion  and  Health 

•  May  L.  Challenging  medical  authority.  The  refusal  of  treatment  by  Christian  Scientists. 
Hastings  Center  Report,  1995  Jan-Feb,  25(1):  15-21,  med  line  no  ab:  Christian  Scientists 
refusal  of  medical  care  for  their  children  illustrates  the  kind  of  conflict  over  moral  and 
practical  authority  that  can  arise  between  groups  in  a  pluralistic  society.  While  consensus 
may  not  be  possible,  changes  in  the  way  both  groups  socialize  members  may  allow  the 
medical  and  Christian  Science  communities  to  achieve  a  compromise  that  is  respectful  to 
both. 

•  Meux  L;  Rooda  LA.  The  development  of  a  model  for  delivery  of  religio-specific  nursing 
care.  Journal  of  Holistic  Nursing,  1995  Jun,  13(2):  132-41:  Religiousness  has  been  described 
as  a  component  of  culture.  It  provides  the  patient  with  a  way  to  cope  with  disease  and  illness. 
Consideration  of  religiousness  allows  the  nurse  a  way  to  fine-tune  a  holistic,  patient-centered 
approach  to  nursing  care.  In  response  to  the  mandate  issued  by  the  National  League  for 
Nursing  to  include  multicultural  content  in  nursing  education,  the  concept  of  culture  can  be 
dissected  and  analyzed  for  components  that  have  a  positive  influence  on  the  patient' s  health. 
As  a  component  of  culture,  religiousness  has  been  extracted  for  the  purpose  of  developing  a 
conceptual  model  of  religio-specific  nursing.  This  model,  based  on  Rooda' s  Conceptual 
Model  of  Multicultural  Nursing,  provides  direction  for  research  and  practice.  Regardless  of 
cultural  or  ethnic  background,  religio-specific  nursing  offers  a  way  for  nurses  to  interpret 
their  patients'  religiousness  in  a  way  that  is  deliberate  and  systematic. 

•  Rispler-Chaim  V.  The  ethics  of  postmortem  examinations  in  contemporary  Islam.  Journal  of 
Medical  Ethics,  1993  Sep,  19(3):  164-8:  Postmortem  examinations  have  recently  become 
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common  practice  in  Western  medicine:  they  are  used  to  verify  the  cause  of  death  and  to 
obtain  additional  scientific  information  on  certain  diseases,  as  well  as  to  train  medical 
students.  For  religious  people  of  the  monotheistic  faiths  postmortems  present  several  ethical 
questions  even  though  the  advantages  attributed  to  postmortems  in  the  West  are  also 
acknowledged  by  Jews,  Christians  and  Muslims.  While  the  ethical  and  religious  debate 
continues,  postmortems  seem  to  be  accepted  but  not,  however,  without  certain  reservations. 

•  Steinberg  A.  The  terminally  ill — secular  and  Jewish  ethical  aspects.  Israel  Journal  of  Medical 
Sciences,  1994  Jan,  30(1):  130-5:  Many  ethical,  religious,  social  and  legal  dilemmas  are 
involved  in  the  care  of  dying  patients.  Major  changes  and  developments  in  recent  years  have 
greatly  intensified  these  moral  problems.  In  this  article  a  comprehensive  analysis  of  the 
relevant  principles  and  practical  approaches  is  offered  in  order  to  enhance  the  ability  of 
health  care  providers  to  attain  morally  sound  decisions  concerning  the  dying  patient.  The 
relevant  ethical  principles  include  the  following:  value  of  life,  quality  of  life,  nonmaleficence, 
beneficence,  autonomy,  paternalism,  justice,  and  the  physician's  integrity.  In  practical  terms, 
there  are  three  major  categories:  the  patient,  the  treatment  and  the  decision  maker.  A 
comparative  analysis  between  secular  and  Jewish  attitudes  towards  the  terminally  ill  patient 
has  revealed  significant  differences  both  in  the  fundamental  underlying  principles  as  well  as 
in  the  practical  solutions  to  the  diverse  and  difficult  ethical  problems. 

Teaching  Models  for  Health  Care  Providers 

•  Berlin  EA,  Fowkes  WC.  A  teaching  framework  for  cross-cultural  health  care:  Application  in 
family  practice.  Western  J  of  Med,  1993  Dec,  139(6):  130-134:  Significant  demographic 
changes  in  patient  populations  have  contributed  to  an  increasing  awareness  of  the  impact  of 
cultural  diversity  on  the  provision  of  health  care.  For  this  reason  methods  are  being 
developed  to  improve  the  cultural  sensitivity  of  persons  responsible  for  giving  health  care  to 
patients  whose  health  beliefs  may  be  at  variance  with  biomedical  models.  Building  on 
methods  of  elicitation  suggested  in  the  literature,  we  have  developed  a  set  of  guidelines 
within  a  framework  called  the  LEARN  model.  Health  care  providers  who  have  been  exposed 
to  this  educational  framework  and  have  incorporated  this  model  into  the  normal  structure  of 
the  therapeutic  encounter  have  been  able  to  improve  communication,  heighten  awareness  of 
cultural  issues  in  medical  care  and  obtain  better  patient  acceptance  of  treatment  plans.  The 
emphasis  of  this  teaching  model  is  not  on  the  dissemination  of  particular  cultural 
information,  though  this  too  is  helpful.  The  primary  focus  is  rather  on  a  suggested  process  for 
improved  communication,  which  we  see  as  the  fundamental  need  in  cross-cultural  patient- 
physician  interactions. 

•  Hummel  F;  Peters  D.  Bafa'  Bafa':  A  cultural  awareness  game.  Nurse  Educator,  1994  Mar- 
Apr,  19(2):8:  A  unique  faculty  development  workshop  designed  to  stimulate  self-awareness 
and  introspection  about  individual  responses  to  cultural  differences. 

•  Rooda  L;  Gay  G.  Staff  development  for  culturally  sensitive  nursing  care.  Journal  of  Nursing 
Staff  Development,  1993  Nov-Dec,  9(6):262-5:  This  article  describes  a  workshop  conducted 
to  address  the  need  to  incorporate  cultural  sensitivity  into  nursing  care.  Three  major  points 
are  explained:  (a)  how  ethnicity  and  culture  of  patients  affect  health  care  attitudes,  values, 
and  practices;  (b)  how  knowledge  of  cultural  characteristics  can  improve  nursing  and  health 
care  effectiveness;  and  (3)  the  cultural  awareness  strategies  generated  by  those  who 
participated  in  the  workshop. 
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Articles  by  Cultural  Group 


African  American 

•  Fishman  BM;  Bobo  L;  Kosub  K;  Womeodu  RJ.  Cultural  issues  in  serving  minority 
populations:  emphasis  on  Mexican  Americans  and  African  Americans.  American  Journal  of 
the  Medical  Sciences,  1993  Sep,  306(3):  160-6:  Patients'  cultural  beliefs  may  affect 
acceptance  of  health  care,  compliance,  and  treatment  outcomes.  This  article  discusses  cultural 
views  of  health  and  illness,  folk  beliefs  and  customs,  cultural  barriers  to  care,  and  alternative 
health-care  systems,  with  particular  emphasis  on  Mexican  Americans  and  African 
Americans,  including  curanderismo,  rootwork,  and  voodoo.  Physicians  who  wish  to  provide 
appropriate  and  acceptable  care  in  a  cross-cultural  setting  should  integrate  these  beliefs  with 
conventional  medicine. 

American  Indian 

•  Hepburn  K;  Reed  R.  Ethical  and  clinical  issues  with  Native- American  elders.  End-of-life 
decision  making.  Clinics  in  Geriatric  Medicine,  1995  Feb,  11(1):97-111:  This  article  offers 
guidance  to  clinicians  for  approaching  and  conducting  end-of-life  decision-making 
conversations  with  Native  American  elders.  The  guidelines  emphasize  the  need  for  flexibility 
and  clarity  in  communication,  avoidance  of  insistence  on  formal  structures  and  rigid  time 
frames  for  decision-making,  sensitivity  to  the  cultural  and  family  situation  of  the  elder,  and 
recognition  that  cultural  as  well  as  language  interpretation  may  be  necessary.  Given  the  great 
diversity  of  the  tribes  and  bands  as  well  as  languages  among  native  people  and  the  paucity  of 
empirical  work  on  this  topic,  the  tentative  nature  of  these  guidelines  is  stressed. 

•  Kramer  BJ.  Health  and  aging  of  urban  American  Indians.  Western  J  of  Medicine,  1992  Sept, 
157:281-285:  Although  half  of  the  American  Indian  population  resides  off  the  reservation, 
mostly  in  the  Western  states,  research  on  the  health  of  urban  American  Indians  remains 
sparse.  American  Indians  living  in  urban  areas  are  not  eligible  for  the  federally  mandated 
health  care  provided  by  the  Indian  Health  Service  and  receive  health  care  services  in  a  variety 
of  settings.  This  population  is  at  high  risk  for  many  health  problems,  especially 
cardiovascular  disease  and  diabetes  mellitus.  Social,  cultural,  and  economic  barriers  that 
impede  access  to  health  care  for  this  group,  particularly  for  elders  living  in  an  urban  setting, 
could  be  reduced  if  physicians  improved  their  understanding  of  and  communication  with 
American  Indian  patients. 

Asian/Asian  American 

•  Brotzman,  G  L,  et  al.  Cross-cultural  issues  in  the  disclosure  of  a  terminal  diagnosis  a  case 
report.  Journal  Of  Family  Practice.  1991  32(4):426-427:  As  a  result  of  the  migration  of 
Southeast  Asians  to  the  United  States,  increased  attention  has  been  focused  on  refugees' 
beliefs  and  practices.  Physicians  have  been  encouraged  to  accommodate  these  barriers  to 
health  care.  The  need  to  do  so  is  supported  by  evidence  that  refugees  delay  seeking  medical 
treatment  and  underutilize  existing  health  care  systems.  The  following  report  illustrates  an 
unusual  presentation  of  cultural  factors  having  an  interfering  impact  on  health  care.  In  this 
case,  a  Hmong  family  referred  to  cultural  beliefs  to  which  they  did  not  subscribe  so  they 
could  avoid  disclosing  to  a  family  member  the  terminal  nature  of  her  illness. 

•  Frye  BA.  Use  of  cultural  themes  in  promoting  health  among  Southeast  Asian  refugees. 
American  Journal  of  Health  Promotion,  1995  Mar-Apr,  9(4):269-80:  Vietnamese, 
Cambodian,  and  Hmong  refugee  populations  in  the  United  States  face  serious  physical  and 
psychosocial  health  issues.  Literature  on  these  populations  is  largely  descriptive  of  illnesses 
and  of  cultural  beliefs  or  behavior  patterns  related  to  illness.  There  is  minimal  literature 
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linking  beliefs  and  behaviors  to  the  underlying  cultural  themes.  The  purpose  of  this  paper 
was  to  search  the  literature  for  cultural  themes  from  which  culturally  relevant  health 
promotion  strategies  could  be  designed.  From  the  literature  emerged  two  cultural  themes 
common  to  these  population,  kinship  solidarity  and  the  search  for  equilibrium.  The  use  of 
these  cultural  themes  as  carriers  of  health  messages  is  suggested.  Examples  of  ways  to  link 
the  message  with  the  cultural  theme  are  presented,  including  the  use  of  folklore,  recognition 
of  cultural  illnesses,  and  use  of  cultural  knowledge  in  addressing  new  situations  such  as  inner 
city  urban  survival.  Cultural  themes  are  a  means  of  conveying  health  messages  addressing 
such  issues  as  transition  in  family  structure,  depression,  and  substance  abuse. 

•  Frye  BA;  D'Avanzo  C.  Themes  in  managing  culturally  defined  illness  in  the  Cambodian 
refugee  family.  Journal  of  Community  Health  Nursing,  1994,  ll(2):89-98:  The  Cambodian 
(Khmer)  refugee  population  in  America  is  considered  to  be  the  Indochinese  refugee 
population  at  highest  risk  for  stress-related  health  problems  resulting  from  traumatic  physical 
and  emotional  experiences  during  the  Khmer  Rouge  holocaust  in  this  Southeast  Asian 
country.  In  this  study,  koucharang,  described  as  "thinking  too  much,"  was  identified  by 
informants  as  a  culture-bound  syndrome  in  response  to  the  violence  experienced  in 
Cambodia.  It  is  characterized  by  behavioral  changes  and  somatic  complaints.  This  study 
identified  two  cultural  themes  used  by  Cambodian  families  in  the  management  of  this 
disabling  condition.  The  Khmer  refugee  population  in  America  has  relocated  primarily  to  the 
low-income  inner-city  areas  of  southern  California  and  Massachusetts.  Nursing  strategies  for 
utilizing  the  identified  cultural  themes  in  intervening  with  the  Cambodian  family  are 
identified.  The  community  health  nurse  can  build  upon  the  strength  of  these  themes  and  the 
resulting  culturally  dictated  practices  as  he  or  she  provides  supportive  counseling  and  health 
promotion  to  this  highly  traumatized  population.  The  emotional  risks  to  the  community 
health  nurse  in  working  with  the  Cambodian  refugee  family  are  discussed  in  the  context  of 
maintaining  self-integrity  in  the  face  of  overwhelming  tragedy. 

•  Gold  SJ.  Mental  health  and  illness  in  Vietnamese  refugees.  Western  Journal  of  Medicine, 
1992  Sep,  157(3):290-4:  Despite  their  impressive  progress  in  adapting  to  American  life, 
many  Vietnamese  still  suffer  from  wartime  experiences,  culture  shock,  the  loss  of  loved  ones, 
and  economic  hardship.  Although  this  trauma  creates  substantial  mental  health  needs, 
culture,  experience,  and  the  complexity  of  the  American  resettlement  system  often  block 
obtaining  assistance.  Vietnamese  mental  health  needs  are  best  understood  in  terms  of  the 
family  unit,  which  is  extended,  collectivistic,  and  patriarchal.  Many  refugees  suffer  from 
broken  family  status.  They  also  experience  role  reversals  wherein  the  increased  social  and 
economic  power  of  women  and  children  (versus  men  and  adults)  disrupts  the  traditional 
family  ethos.  Finally  cultural  conflicts  often  make  communication  between  practitioners  and 
clients  difficult  and  obscure  central  issues  in  mental  health  treatment.  Rather  than  treating 
symptoms  alone,  mental  health  workers  should  acknowledge  the  cultural,  familial,  and 
historical  context  of  Vietnamese  refugees. 

•  Kim  MT.  Cultural  influences  on  depression  in  Korean  Americans.  Journal  of  Psychosocial 
Nursing  and  Mental  Health  Services,  1995  Feb,  33(2):  13-8:  This  article  does  not  intend  to 
simplify  the  emotional  world  of  KAs,  nor  to  generate  a  stereotype  of  cultural  knowledge 
about  KAs.  A  practice  based  on  stereotypical  knowledge  often  does  more  harm  than  good. 
Cultures  are  not  indefinitely  static  systems.  Cultural  subgroups  and  the  dominant  culture  in 
which  they  reside  exchange  influences,  which  results  in  changing  cultural  pattern. 
Consequently,  a  wide  range  of  individual  differences  exists  in  terms  of  educational  status, 
language  sufficiency,  acculturation  status,  and  personalities.  Although  clinicians  should 
acknowledge  and  be  sensitive  to  a  client's  cultural  background,  they  need  to  base  clinical 
decisions  on  awareness  of  individual  differences.  Nevertheless,  an  understanding  of  how 
cultural  and  social  forces  affect  the  vulnerability  to  depression  should  guide  practitioners  in 
designing  and  implementing  culturally  relevant  treatment  regimens  for  all  clients. 
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Unfortunately,  critical  questions,  such  as  what  specific  therapies  are  necessary  for  effective 
treatment  of  Korean-American  clients,  has  not  been  found  in  current  research. 

Lee,  Evelyn.  Assessment  and  treatment  of  Chinese-American  immigrant  families.  Journal  Of 
Psychotherapy  &  The  Family.  1989  Vol  6(1-2)  99-122:  Explores  different  Chinese 
subcultures  to  present  an  alternative  family  therapy  model  that  is  compatible  with  Chinese 
value  orientation,  family  structure,  and  communication  patterns.  Characteristics  of  different 
types  of  Chinese-Americans  are  identified.  The  impact  of  political  changes,  the  force  of 
industrialization,  and  the  effect  of  cultural  transition  are  explored.  Clinical  strategies  are 
presented  for  assessing  and  treating  immigrant  families.  The  approaches  are  based  on  (1) 
Chinese  philosophy  as  influenced  by  Confucianism  and  Buddhism,  (2)  a  holistic  concept  of 
health  and  illness,  and  (3)  social  system  theory  and  its  application  to  family  therapy. 

Lee,  Evelyn.  Cultural  factors  in  working  with  Southeast  Asian  refugee  adolescents.  Special 
Issue:  Mental  health  research  and  service  issues  for  minority  youth.  Journal  Of  Adolescence. 
1988  Jun  Vol  11(2)  167-179:  The  purpose  of  this  paper  is  to  sensitize  the  clinician  to  the 
complexities  and  varying  influencing  factors  impacting  upon  the  lives  of  the  Southeast  Asian 
refugee  adolescent.  An  examination  of  the  socio-political-cultural  factors  that  impact  the 
psychological  development  of  Southeast  Asian  refugee  adolescents  reveals  that  these 
adolescents  are  confronted  with  the  developmental  crisis  as  adolescents,  adjustment  problems 
as  refugees,  and  intercultural  conflicts  caused  by  the  immense  value  differences  between 
Eastern  and  Western  cultures. 

Meyers  C.  Hmong  children  and  their  families:  consideration  of  cultural  influences  in 
assessment.  Am  J  Occup  Ther  1992  Aug;46(8):737-44:  Provides  information  on  one  of  the 
fastest  growing  cultural  groups  in  the  United  States,  the  Hmong.  Includes  sections  on  Hmong 
family,  beliefs  about  health  and  illness,  and  traditional  health  care  practitioners. 

Mo  B.  Modesty,  sexuality,  and  breast  cancer  in  Chinese- American  women.  Western  Journal 
of  Medicine,  1992  Sep,  157:260-64:  Although  breast  cancer  rates  among  Chinese  women  are 
lower  than  among  white  women,  breast  cancers  and  other  breast  diseases  often  go  undetected 
and  untreated  in  Chinese  women.  Cultural  values  with  respect  to  modesty  and  sexuality, 
especially  in  unmarried  women,  partly  account  for  a  Chinese  lack  of  attention  to  breast 
health.  In  addition,  institutional  barriers,  such  as  an  unavailability  of  information  in  Chinese 
languages,  few  female  physicians,  and  an  absence  of  educational  campaigns,  contribute  to 
Chinese  women's  neglect  of  breast  health.  Includes  information  on  cultural  beliefs  about 
health  and  cancer,  and  the  issue  of  sexuality,  power,  and  health. 

Nilchaikovit  T;  Hill  JM;  Holland  JC.  The  effects  of  culture  on  illness  behavior  and  medical 
care.  Asian  and  American  differences.  General  Hospital  Psychiatry,  1993  Jan,  15(l):41-50: 
This  paper  examines  the  effects  of  culture  on  illness  behavior  and  medical  care  by  contrasting 
the  differences  between  American  and  Asian  cultures.  We  examine  the  differences  in 
definitions  of  self  and  patterns  of  self-other  interaction  between  these  two  cultures  and  how 
these  differences  influence  the  interpretation  of  illness  experience,  illness  behavior,  and 
interactions  among  physicians,  patients,  and  families.  We  propose  that  understanding  the 
patients'  self-concepts  and  patterns  of  self-other  relationships,  which  are  largely  culturally 
determined,  is  essential  for  an  objective  understanding  of  the  patients'  experience  of  illness, 
and  can  profoundly  affect  the  quality  of  the  physician-patient  relationship  and  medical  care. 

Pritham  UA;  Sammons  LN.  Korean  women's  attitudes  toward  pregnancy  and  prenatal  care. 
Health  Care  for  Women  International,  1993  Mar- Apr,  14(2):  145-53:  A  convenience  sample 
of  40  native-born  pregnant  Korean  women  receiving  prenatal  care  at  a  U.S.  military  facility 
in  a  major  metropolitan  area  in  Korea  completed  a  questionnaire  about  attitudes  toward 
pregnancy  and  prenatal  care.  Responses  revealed  a  family  life  characterized  by  positive 
maternal  and  paternal  perceptions  of  the  pregnancy  and  less  preference  for  a  male  child  than 
we  had  anticipated.  Traditional  beliefs  in  Tae  Mong,  a  conception  dream,  and  Tae  Kyo, 
rituals  for  safe  childbirth,  were  followed.  Food  taboos,  including  protein  sources,  were 
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reported.  Attitudes  toward  prenatal  care  services,  care  providers,  and  maternal  health  habits 
are  described. 

•  Rawl  SM.  Perspectives  on  nursing  care  of  Chinese  Americans.  Journal  of  Holistic  Nursing, 
1992  Mar,  10(1):6-17:  Chinese  population  growth  in  the  United  States  is  expected  to 
accelerate  more  rapidly  than  that  of  any  other  Asian  group  in  the  coming  decades.  As  a  result, 
nurses  will  be  encountering  members  of  this  diverse  and  rich  cultural  group  more  frequently. 
A  better  understanding  of  the  cultural  beliefs,  customs,  and  health  care  practices  of  Chinese 
Americans  can  only  improve  the  quality  of  nursing  care  provided  for  these  clients. 
Awareness  of  the  barriers  to  health  care  that  confront  many  Chinese  Americans  will  be  useful 
in  designing  appropriate  nursing  interventions.  Knowledge  of  the  positive  and  negative 
effects  of  some  traditional  Chinese  health  care  practices  can  be  incorporated  into 
individualized  client  teaching  plans. 

Haitian 

•  DeSantis  L;  Thomas  JT.  Health  education  and  the  immigrant  Haitian  mother:  cultural 
insights  for  community  health  nurses.  Public  Health  Nursing,  1992  Jun,  9(2):87-96.  Lack  of 
information  about  health  education  from  the  perspective  of  immigrants  was  the  basis  of  a 
descriptive  survey  of  30  Haitian  mothers  in  southeast  Florida.  Subjects  were  interviewed 
regarding  the  value  of  health  education  received  while  seeking  preventive  health  care  for 
infants  and  preschool  children  in  community  health  settings,  their  access  to  other  sources  of 
health  education,  and  their  perceptions  of  what  community  health  care  providers  could  do  to 
assist  them  in  improving  child  health.  Impediments  to  effective  health  education  were  lack  of 
providers  who  speak  Haitian  Creole,  need  for  more  nurses,  and  long  clinic  waiting  periods. 
Teaching  was  valuable  if  it  was  understandable  and  practical,  reinforced  parenting  abilities, 
and  allowed  time  for  questions.  Results  are  related  to  socioeconomic  and  political  factors, 
traditional  Haitian  health  culture,  and  cultural  views  of  the  cognitive  development  in 
children.  Culture-specific  strategies  related  to  the  modes  and  foci  of  health  education  are 
discussed. 

Latino 

•  Alcalay  R;  Ghee  A;  Scrimshaw  S.  Designing  prenatal  care  messages  for  low-income 
Mexican  women.  Public  Health  Reports,  1993  May-Jun,  108(3):354-62:  Communication 
theories  and  research  data  were  used  to  design  cross-cultural  health  education  messages.  A 
University  of  California  Los  Angeles-Universidad  Autonoma  in  Tijuana,  Mexico,  research 
team  studied  behaviors,  attitudes,  and  knowledge  concerning  prenatal  care  of  a  sample  of 
pregnant  low  income  women  living  in  Tijuana.  This  audience  provided  information  that 
served  as  a  framework  for  a  series  of  messages  to  increase  awareness  and  change  prenatal 
care  behaviors.  The  results  from  the  research  showed  that  poor  women  in  Tijuana  tend  to 
delay  or  not  seek  prenatal  care.  They  were  not  aware  of  symptoms  that  could  warn  of 
pregnancy  complications.  Their  responses  also  revealed  pregnant  women's  culturally  specific 
beliefs  and  behaviors  regarding  pregnancy.  After  examination  of  these  and  other  results  from 
the  study,  prenatal  care  messages  about  four  topics  were  identified  as  the  most  relevant  to 
communicate  to  this  audience:  health  services  use,  the  mother's  weight  gain,  nutrition  and 
anemia,  and  symptoms  of  high-risk  complications  during  pregnancy. 

•  Burk  ME;  Wieser  PC;  Keegan  L.  Cultural  beliefs  and  health  behaviors  of  pregnant  Mexican- 
American  women:  implications  for  primary  care.  Ans.  Advances  in  Nursing  Science,  1995 
Jun,  17(4):37-52:  A  significant  aspect  of  holistic  primary  care  nursing  is  that  it  seeks  to 
assess  and  understand  clients'  health  beliefs  and  behaviors  in  the  context  of  culture.  The 
authors  examine  implications  for  primary  care  nursing  practice  based  on  the  cultural  beliefs 
and  health  behaviors  of  pregnant  Mexican  American  women.  J.N.  Giger  and  R.E. 
Davidhizar's  (1991)  transcultural  assessment  model  is  used  to  evaluate  6  cultural  phenomena 
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present  in  all  cultural  groups:  communication,  space,  social  organization,  time, 
environmental  control,  and  biological  variations.  Culturally  sensitive  primary  care  by 
certified  nurse-midwives  in  a  community  health  birth  center  setting  is  described. 

•  Fishman  BM;  Bobo  L;  Kosub  K;  Womeodu  RJ.  Cultural  issues  in  serving  minority 
populations:  emphasis  on  Mexican  Americans  and  African  Americans.  American  Journal  of 
the  Medical  Sciences,  1993  Sep,  306(3):  160-6:  Patients'  cultural  beliefs  may  affect 
acceptance  of  health  care,  compliance,  and  treatment  outcomes.  This  article  discusses  cultural 
views  of  health  and  illness,  folk  beliefs  and  customs,  cultural  barriers  to  care,  and  alternative 
health-care  systems,  with  particular  emphasis  on  Mexican  Americans  and  African 
Americans,  including  curanderismo,  rootwork,  and  voodoo.  Physicians  who  wish  to  provide 
appropriate  and  acceptable  care  in  a  cross-cultural  setting  should  integrate  these  beliefs  with 
conventional  medicine. 

•  Guarnaccia  PJ.  Ataques  de  nervios  in  Puerto  Rico:  culture-bound  syndrome  or  popular 
illness?  Medical  Anthropology,  1993  Apr,  15(2):  157-70:  Ataque  de  nervios  is  a  popular 
illness  category  among  Puerto  Ricans  and  other  Latinos  written  about  in  anthropological  and 
psychiatric  literature  for  over  thirty  years.  This  paper  discusses  the  issue  of  categorizing 
ataque  de  nervios  as  a  "culture-bound  syndrome"  using  data  from  the  first  community-based 
study  of  this  phenomena  using  epidemiological  methods.  The  paper  summarizes  the  social 
and  psychological  correlates  of  ataques  de  nervios  and  provides  a  preliminary  overview  of 
the  situations  which  provoke  ataques  and  the  symptoms  people  experience.  The  paper 
critically  examines  the  use  of  the  "culture-bound  syndrome"  framework  analyzing  ataques  de 
nervios  and  suggests  that  the  term  "popular  illness"  is  a  more  effective  label  for  categorizing 
this  syndrome. 

•  Hubbell  FA;  Chavez  LR;  Mishra  SI;  Valdez  RB.  Differing  beliefs  about  breast  cancer  among 
Latinas  and  Anglo  women.  Western  Journal  of  Medicine,  1996  May,  164(5):405-9:  To 
improve  breast  cancer  control  among  Latinas,  it  is  important  to  understand  culturally  based 
beliefs  that  many  influence  the  way  women  view  this  disease.  We  did  a  telephone  survey  of 
randomly  selected  Latinas  and  non-Hispanic  white  (Anglo)  women  in  Orange  County, 
California,  to  explore  such  beliefs.  Respondents  included  803  Latinas  and  422  Anglo  women. 
Latinas  were  more  likely  than  Anglo  women  to  believe  that  factors  such  as  breast  trauma  and 
breast  fondling  increased  the  risk  of  breast  cancer,  less  likely  to  know  that  symptoms  such  as 
breast  lumps  and  bloody  breast  discharge  could  indicate  breast  cancer,  and  more  likely  to 
believe  that  mammograms  were  necessary  only  to  evaluate  breast  lumps.  After  adjusting  for 
age,  education,  employment  status,  insurance  status,  and  income,  logistic  regression  analysis 
confirmed  that  Latino  ethnicity  and  acculturation  levels  were  significant  predictors  of  these 
beliefs.  We  conclude  that  Latinas'  beliefs  about  cancer  differ  in  important  ways  from  those  of 
Anglo  women  and  that  these  beliefs  may  reflect  the  moral  framework  within  which  Latinas 
interpret  diseases.  These  findings  are  important  for  the  development  of  culturally  sensitive 
breast  cancer  control  programs  and  for  practicing  physicians. 

Middle/Far  Eastern 

•  Lipson  JG.  The  health  and  adjustment  of  Iranian  immigrants.  Western  Journal  of  Nursing 
Research,  1992  Feb,  14(1):  1-24;  discussion  24-9:  Stimulated  by  informal  interviews  with 
Iranian  immigrants  and  mental  health  professionals  who  described  depression,  marital 
discord,  and  other  "psychological  problems"  among  many  new  immigrants,  an  exploratory 
field  study  of  Iranian  immigrants  to  the  United  States  was  undertaken  to  examine  the 
immigration  experiences  of  a  sample  of  Iranians  in  the  San  Francisco  Bay  Area.  This  study 
explored  their  adjustment  processes,  whether  and  how  these  events  affected  their  health,  and 
their  encounters  with  the  American  health  care  system. 

•  Lipson  JG.  Health  issues  of  Afghan  refugees  in  California.  West  J  of  Med,  1992  Sept,  157: 
271-275:  Although  there  are  no  accurate  statistics,  local  resettlement  agencies  and  Afghan 
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community  leaders  estimate  that  there  are  10,000  to  35,000  Afghans  in  northern  California. 
They  suffer  from  a  variety  of  problems  common  to  refugees:  language,  economic  and 
occupational  problems,  and  substantial  challenges  in  psychological,  family,  social,  and 
cultural  adjustment  to  the  United  States.  Although  many  Afghans  are  doing  well,  many 
others  have  depression,  psychosomatic  symptoms,  and  posttraumatic  stress  disorder.  Includes 
information  on  health  and  illness  beliefs  and  practice  implications. 

•  Ramakrishna  J;  Weiss  MG.  Health,  illness,  and  immigration.  East  Indians  in  the  United 
States.  Western  Journal  of  Medicine,  1992  Sep,  157(3):265-70:  East  Indian  immigrants  to  the 
United  States  represent  the  diversity  in  religion,  language,  and  culture  that  exists  in  India,  so 
it  is  difficult  to  make  unequivocal  statements  about  their  health  beliefs  and  behaviors. 
Despite  the  diversity,  an  understanding  of  Ayurvedic  humoral  concepts  of  health  and  illness 
provides  a  key  to  some  pervasive  and  persistent  ideas  and  practices.  India  has  a  pluralistic 
medical  system  in  which  Western  medicine,  which  is  increasingly  popular  for  some  ailments, 
is  one  option  among  many.  Even  those  who  are  familiar  with  the  "Western"  medical  system 
in  India  may  find  American  medicine  alien.  Includes  information  on  traditional  influences  on 
perceptions  of  health  and  illness,  and  potential  conflicts. 

Russian 

•  Brod  M;  Heurtin-Roberts  S.  Older  Russian  emigres  and  medical  care.  Western  Journal  of 
Medicine,  1992  Sep,  157(3):333-6:  Although  emigration  from  the  former  Soviet  Union  is 
dramatically  increasing  nationwide,  little  information  has  been  reported  on  the  medical 
problems  of  these  emigres.  For  older  emigres  in  particular,  the  medical  realities  of  aging,  in 
combination  with  cultural  expectations,  make  the  United  States'  medical  system  an  arena 
where  the  stresses  of  emigration  are  expressed  and  help  is  sought.  We  describe  the  influences 
of  culture  and  aging  on  older  emigres'  health  and  interaction  with  the  American  medical 
system.  A  qualitative,  exploratory  study  was  done  of  problems  and  issues  in  health  care  use 
by  older  Russian  emigres  at  the  ambulatory  medical  clinic  of  Mount  Zion  Medical  Center, 
San  Francisco.  Cultural  expectations  and  beliefs  about  health,  adaptive  health  behaviors 
learned  in  the  former  Soviet  Union,  the  stresses  of  emigration,  and  the  medical  realities  of 
aging  can  result  in  serious  problems  in  the  care  and  treatment  of  older  Russian  emigres. 
Recommended  solutions  include  educating  emigres  and  health  care  professionals,  integrating 
mental  health  services  into  the  primary  care  setting,  and  expanding  supportive  services  in  the 
community  such  as  adult  day  health  care. 
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